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ABSTRACT

LIVING WITH INFLAMMATORY BOWEL DISEASE (lBD):
A TEST OF THE MEANING MAKING MODEL OF COPING

Erica Adams
August 2009
Inflammatory Bowel Disease (lBD) is a chronic illness with the potential to affect
many areas of one's life through painful physical symptoms and psychological distress.
Despite the debilitating nature and increasing prevalence of IBD, there is little research
addressing the coping processes and related psychological adjustment among individuals
living with the disease. Moreover, there has been no research conducted investigating
how those with IBD make meaning out of their illness experience. Research conducted
with other illness populations suggests that meaning making, a specific type of coping
may have important implications for psychological adjustment.
This cross-sectional study examines the coping processes and psychological
adjustment of individuals diagnosed with IBD, while testing the tenets of the meaning
making model of coping proposed by Park and Folkman (1997). This model is based on
the assumptions that (a) psychological distress arises from discrepancies between the
appraised meaning ofa stressful event and one's global beliefs and goals, and (b) people
engage in meaning making behaviors (e.g., reappraisals) to reduce the discrepancy and
alleviate distress.
VI

A sample of 229 individuals with IBD, recruited through online support
groups/message boards, completed an online survey. The survey contained measures
assessing participants' views of their illness, disease-related variables (e.g., length of time
since diagnosis), coping efforts, and psychological adjustment, specifically stress-related
growth. Data were analyzed through the use of both qualitative and quantitative
techniques, including multiple linear regression, Spearman Rho correlation procedures,
and structural equation modeling (SEM).
The findings revealed gender differences in meaning making coping efforts.
Specifically females report greater use of emotional processing and religious coping, but
not positive reframing. Age and level of education were not significantly related to
meaning making coping efforts. None of the sociodemographic variables tested (age,
gender, education level) were significantly related to reports of stress-related growth. The
results provided uneven support for the meaning making model across four hypotheses.
Specifically, discrepancies between one's appraised meaning oflBD and hislher global
beliefs and goals were significantly related to level of psychological distress.
Interestingly, level of psychological distress was not related to meaning making coping
efforts. Meaning making coping efforts (i.e., positive reframing, emotional processing,
and religious coping) were significantly related to reports of stress-related growth. The
meaning making model of coping wasn't fully supported by the data in the present study;
however, important implications for this burgeoning area of research are presented.
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CHAPTER 1
INTRODUCTION
Coping with any chronic illness is a complex process, particularly when the
illness requires changes in work habits, social behaviors, desired goals, or fundamental
beliefs and values. Inflammatory Bowel Disease (IBD) is a chronic illness with the
potential to affect any or all of these areas through painful physical symptoms and
psychological distress. IBD is in a category of chronic illnesses that involve inflammation
of the digestive system. Crohn's Disease (CD) and Ulcerative Colitis (UC) are two forms
of IBD that are similar in their clinical presentation and idiopathic nature. Both disorders
are characterized by painful relapse-remitting processes of inflammation and/or
ulceration of the gastrointestinal tract. Despite significant advances in research, there is
currently no cure for either form of IBD, making the goal of treatment to relieve
symptoms and maximize quality oflife (Crohn's and Colitis Foundation of America
[CCFA], 2009a, "About Crohn's Disease").
Despite the debilitating nature and increasing prevalence of IBD, there is little
research addressing the coping processes and related psychological adjustment among
individuals living with the disease (Addolorato, Capristo, Stefanini, & Gasbarrini, 1997;
Kinash, Fischer, Luke, & Carr, 1993; Smolen & Top, 1998). Moreover, there has been no
research conducted investigating how those with IBD make meaning out of their illness
experience. Research conducted with other illness populations suggests that meaning
making, a specific type of coping (Lazarus & Launier, 1978; Pearlin & Schooler, 1978),
1

may predict important health-related outcomes, as well as psychological adjustment
(Degner, Hack, O'Neil, & Kristjanson, 2003; Lewis, 1989). Specifically, one's ability to
construct positive meaning from a stressful experience has been associated with higher
levels of subjective well-being and stress-related growth (McIntosh, Silver, & Wortman,
1993; Park, Cohen, & Murch, 1996). It is possible that meaning-related processes may
be relevant to people coping with lBD.
There is an obvious need for a model of coping to help us better understand,
predict and promote effective adjustment to IBD. One such model is the meaning making
model of coping proposed by Park and Folkman (1997). The meaning making model of
coping is widely accepted among stress and trauma researchers. It is based on the
assumptions that (a) psychological distress arises from discrepancies between the
appraised meaning of a stressful event and one's global beliefs and goals, and (b) people
engage in meaning making behaviors (e.g., reappraisals) to reduce the discrepancy and
alleviate distress. Although the concept of meaning making has been studied among
various trauma- and illness-related populations, little research has directly tested the
preceding assumptions (Park, 2008).
The overall purpose of this study was to test the assumptions of the meaning
making model of coping using a sample of people diagnosed with lBD. Additional
research questions will address whether there are specific predictors (i.e.,
sociodemographic variables) of meaning making behavior and adjustment outcomes,
such as stress-related growth.
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Coping
The complex nature of coping has resulted in the development of numerous
models attempting to describe the process. The theory of coping upon which this study is
based is the meaning making model of coping as developed by Park and Folkman (1997).
The model integrates the work of various meaning and coping theorists (e.g., JanoffBulman, 1991; Taylor, 1983) and extends the transactional stress and coping theory
(Lazarus & Folkman, 1984). What follows is an introduction to the transactional stress
and coping model and the research investigating its central constructs in the context of
chronic illness. Thereafter, I will present a description of the expanded version of this
model, the meaning making model of coping and its relevant research, focusing more
explicitly on aspects of meaning as they relate to coping.
Transactional Stress and Coping Model
Lazarus and his colleagues developed the transactional stress and coping model
over a number of years, beginning in the 70's (Folkman & Lazarus, 1985; Lazarus, 1974;
Lazarus & Launier, 1978). This theory is transactional in that the person and his or her
environment are viewed as being in a dynamic, mutually reciprocal, bidirectional
relationship. Stress is seen as a relationship between the person and the environment that
is appraised as taxing or exceeding one's resources and as significant to one's well-being
(Folkman & Lazarus, 1985). Cognitive appraisal and coping are two processes that are
critical mediators of stressful person-environment relationships and their outcomes, both
immediate and long-term.
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Cognitive Appraisal
Cognitive appraisal is a process whereby a person evaluates whether a particular
encounter with the environment is relevant to his or her well-being and, if so, in what
way. Appraisal is considered to be a two-stage process that consists of primary and
secondary appraisals (Folkman & Lazarus, 1985; Lazarus & Folkman, 1984). In primary
appraisal, a person assesses the meaning of an event or encounter and judges how the
situation relates to him or her. In this sense, primary appraisals are the determination of
the personal significance of an event and a determination of what is at stake for the
person. A situation is evaluated in terms of the harm and/or loss, threat, or challenge it
will produce. The appraisal of harm/loss refers to harm or loss that has already occurred.
Threat refers to the potential for harm or loss. Challenge refers to the understanding that
difficulties may be overcome and there is potential for growth, mastery, or gain; although
harm and loss are possible outcomes, they are not inevitable (Folkman & Lazarus, 1984).
Folkman and Lazarus (1985) suggest that challenge and threat appraisals are anticipatory
evaluations while an appraisal of harm or loss is an evaluation based on outcome.
Primary appraisals of an encounter are typically defined by a range of personality
characteristics including beliefs about oneself and the world, commitments, and goals
(Folkman, Lazarus, Gruen, & DeLongis, 1986; Park & Folkman, 1997). Being diagnosed
with a chronic illness such as IBD could be associated with an appraisal of threat due to
the potential to disrupt specific goals that a person has. Conversely, the illness may also
been seen as a learning experience that will make an individual stronger, or as a trial that
must be overcome. How a person appraises a situation (Le., what is at stake) plays an
important role in his or her decisions regarding coping strategies. Additionally, whether
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or not one thinks anything can be done to affect the harmful or threatening conditions of a
stressful encounter influences the choice of coping strategies.
In secondary appraisal a person evaluates what, if anything, can be done to
ameliorate the stressful situation. Can something be done to overcome or prevent harm
or to increase the possibility of benefit? If coping resources are seen as adequate for
dealing with a particular threat, the degree of threat is diminished. Conversely, an event
that was initially perceived as non-threatening may become threatening if coping
resources tum out to be inadequate for countering the environmental demands (Folkman
& Lazarus, 1985).

It is the combination of these two appraisal processes (the personal significance of

the stressor and one's perceived resources for dealing with it) that most heavily
influences the type of coping strategies an individual will choose (Lazarus, 1992). In this
way, cognitive appraisal and coping are transactional variables as they refer not to the
environment or the person alone, but to the integration of both in a given transaction
(F olkman et aI., 1986). Because of individual variation, appraisals are very personal in
nature. Any given event, such as a relapse of disease or surgery, may be perceived as
being more or less threatening, harmful, or challenging depending on the individual
experiencing it.
Coping Strategies
Coping can be defined as any cognitive or behavioral attempts to manage,
tolerate, andlor minimize difficulties, restrictions, and demands typically associated with
stressful situations (Cohen & Lazarus, 1977; Folkman & Lazarus, 1985). Coping skills
may exist at the moment of diagnosis or be learned during the process of adapting to the
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illness (Samson & Siam, 2008). Individuals initiate coping processes in response to
situations which are perceived as exceeding or placing stress on their personal resources
(Lazarus, 1993; Lazarus & Folkman, 1984; Monat & Lazarus, 1991).
Folkman and Lazarus (1980) proposed two theory-based categories of copingemotion-focused and problem-focused. Emotion-focused coping strategies are those
aimed at regulating internal demands and conflicts, such as psychological distress. These
strategies may be behavioral or cognitive, but do not directly alter the actual
circumstances of an event or encounter. Rather, emotion-focused coping strategies
change either (a) the way the stressful relationship with the environment is attended to (as
in vigilance or avoidance); or (b) the relational meaning of what is happening, which
mitigates the stress without altering objective circumstance (Lazarus, 1993). Examples of
emotion-focused coping skills include escape-avoidance and wishful thinking (Lazarus,
1992). Problem-focused coping strategies are aimed at managing external demands or
conflicts between the individual and hislher environment. In other words, these are efforts
to change the actual circumstances of the stressful encounter. Examples of problemfocused coping skills include seeking social support and planful problem-solving
(Lazarus, 1992).
In addition to emotion-focused and problem-focused coping strategies,
investigators have identified another type of coping, meaning-focused coping, in which
cognitive strategies are used to manage the meaning of a situation (Folkman &
Moskowitz, 2004). Included in this category is the use of positive rejraming, positive

comparisons or selective ignoring (Park & Folkman, 1997; Pearlin & Schooler, 1978).
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This form of coping will be discussed in greater detail in later sections addressing the
meaning making model of coping (Park & Folkman, 1997).
What determines the form of coping an individual uses? Research suggests that
choice of coping strategy is heavily influenced by the perceived controllability of a
stressful encounter. When one perceives a situation as changeable or under his or her
control, problem-focused coping prevails (Folkman & Lazarus, 1980; 1985). On the other
hand, emotion-focused coping strategies (e.g., avoidance, denial) are used more
frequently in encounters that are appraised as unchangeable. Park and Folkman (1997)
suggest that meaning making is a form of coping in which a person draws upon values,
beliefs, and goals to transform the meaning of a stressful transaction, particularly when
there is chronic stress that may not be amenable to problem-focused efforts (Folkman &
Moskowitz, 2004).
Managing the strain and emotional distress associated with a chronic illness such
as IBD may require a person to use a variety of coping strategies. Research regarding
chronic illness and coping has indicated that the type of strategy a person uses to cope is
related to psychological adjustment (Franks & Roesch, 2006; Livneh, 2000). In general,
the coping skills that a person uses can have a positive-adaptive or negative-maladaptive
effect on his or her health status (Lazarus, 1993; Moos & Tsu, 1977). According to
Samson and Siam (2008) the former is characterized by a state of psychosocial
equilibrium, typically accompanied by a re-established sense of normalcy; however, the
latter suggests a degree of psychological deterioration and/or decline.
Despite the findings that some forms of coping are generally functional or
dysfunctional, many theorists (e.g., Lazarus, 1992; Lazarus & Folkman, 1987) discourage
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this type of broad generalization. Any given coping strategy may have positive or
negative results depending on who uses it, when it is used, under which circumstances,
and with respect to adaptational outcome. A premise of Lazarus and Folkman's
conceptual framework is that the functional value of coping processes can seldom if ever
be divorced from the context in which it occurs (Lazarus, 1992). This contextual

emphasis has been supported by research. For example, residents of Three Mile Island
who persisted in problem-focused coping efforts after a nuclear accident exhibited more
psychological symptoms than their counterparts who used emotion-focused coping
processes (Collins, Baum, & Singer, 1983). In this context, problem-focused coping was
unrealistic as there was little that could be done to change the situation, and persisting in
these efforts was unproductive. Emotion-focused coping strategies such as distancing and
avoidance were more appropriate. Given the importance of context, investigating the
coping processes of individuals with IBD becomes relevant to the study of coping as it
may shed some light on how people live with an idiopathic disease that can be
unpredictable and debilitating.
Empirical evidence suggests that emotion-focused modes of coping can facilitate
problem-focused coping if they are used to manage emotions that would otherwise
impede problem-focused activity (Lazarus & Folkman, 1984). Lazarus and Folkman
assessed emotion and coping in 108 college students at three stages of a mid-term
examination. They found that problem-focused coping was strongly correlated with
emphasizing the positive and seeking social support (emotion-focused strategies) across
the three measurement points. This would indicate that these forms of coping may work
well together in dealing with the demands of a stressful encounter. Conversely, it is

8

possible that some forms of emotion-focused coping, such as self-blame or wishful
thinking, will impede problem-focused coping (Aldwin, Folkman, Schaefer, Coyne, &
Lazarus, 1980; Folkman & Lazarus, 1984).
Coping in the Context of Chronic Illness
Research addressing appraisal and coping strategies has been conducted with
numerous illness populations including those with cancer (Halstead & Fernsler, 1994; Li,
& Lambert, 2007), rheumatoid arthritis (Treharne, Lyons, Booth, & Kitas, 2007),

systemic sclerosis (Malcame & Greenbergs, 1996), various types of chronic pain (Holm,
Holroyd, Hursey, & Penzien, 1986; Snow-Turek, Norris, & Tan, 1996; Turner, Clancy, &
Vitaliano, 1987) and other chronic illnesses (Bombardier, D' Amico, & Jordan, 1990;
Felton & Revenson, 1984). For many medical conditions, medical factors alone do not
adequately account for the extent of illness-related dysfunction. Functioning may be
significantly affected by psychological factors, including how patients appraise and cope
with the stress of their illness (Bombardier et aI., 1990). Although a comprehensive
examination of the literature on coping and chronic illness is beyond the scope of this
paper, a sampling of these studies is included to illustrate important adjustment outcomes.
Halstead and Fernsler (1994) examined the coping strategies among long-term
survivors of cancer (50.8% breast cancer). The Jalowiec Coping Scale (JCS; Jalowiec,
1991) was used to measure the frequency of use and the degree of effectiveness of coping
strategies and coping styles. The JCS contains 60 coping strategies, which are grouped
into eight coping styles: optimistic (thinking positively), supportant (using supportive
resources), confrontive (facing the situation), self-reliant (relying on onself), palliative
(doing things to make one feel better), evasive (avoiding the problem), fatalistic (feeling
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hopeless and pessimistic), and emotive (responding emotionally). Confrontive and
supportant coping strategies were classified as problem-focused, whereas the other six
were classified as emotion-focused methods, making this instrument more heavily
weighted toward the latter. Halstead and Femsler (1994) found that an optimistic coping
style was the most frequently used among these long-term cancer survivors. Participants
also reported commonly using confrontive, supportant, and self-reliant coping strategies.

Li and Lambert (2007) examined the coping strategies of 100 Chinese women
newly diagnosed with breast cancer. Fourteen different coping strategies were measured
using the Brief COPE (Carver, 1997); well-being was assessed with the General Wellbeing Schedule (DuPuy, 1984). The most frequently used coping strategy was a problemfocused coping strategy, planning. Also frequently used were the emotion-focused
strategies positive reframing and self-distraction. In other words, the women in the study
were likely to (a) think about how to best handle their cancer and make definitive plans
accordingly, (b) reframe their cancer in a different light so as to make it more positive,
and (c) do something to distract themselves from the stress of their existing health threat
(i.e., cancer).
These results (Halstead & Femsler, 1994; Li & Lambert, 2007) support the
finding of other researchers (e.g., Folkman & Lazarus, 1980; Kaptein, et ai., 2006) that
suggest both functions of coping are typically represented in our response to stressful
encounters. These different forms of coping have also been shown to predict specific
health-related outcomes in those with chronic illness.
In the aforementioned study of newly diagnosed Chinese women (Li & Lambert,
2007), the coping strategy most strongly correlated (inversely) with general well-being
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was self-blame, explaining a 4.5% of the variance over and above the 8.1 % accounted for
by employment status. The use of self-blame as a coping strategy has been linked to
greater psychological distress and is not considered an effective coping strategy (Bennett,
Compas, Beckjord, & Glinder, 2005; Glinder & Compas, 1999).
In a longitudinal study of 134 people with rheumatoid arthritis (Treharne et aI.,
2007), engaging in active behavioral coping (i.e., problem-focused coping) was related to
lesser depression at baseline, particularly for those with greater perceived stress. Active
behavioral coping was also related to increased life satisfaction both at baseline and 6
months later; again, this effect was stronger for those with greater perceived stress. In
fact, coping resources accounted for 30% ofthe variance in life satisfaction at baseline
(largely due to active behavioral coping, social support and perceived stress) and 9% at 6
months (due to active behavioral coping and pessimism).
Malcame and Greenbergs (1996) cross-sectionally examined the role of coping
strategies in predicting psychological adjustment among 242 individuals with systemic
sclerosis. Engaging in wishful thinking as a coping strategy was a significant predictor of
psychological distress, accounting for 22% of the variance. In other words, hoping that
one's situation will change and lor improve increased the likelihood of adjustment
difficulties. Also significant in the prediction of psychological distress was blaming
oneself, which increased psychological distress (r

=

.30,p < .0001) and accounted for 6%

of the variance, and problem-focused coping, which reduced psychological distress (r

=-

.43,p < .0001) and accounted for 3% of the variance. Overall, correlational analyses
demonstrated a pattern in which problem-focused strategies (e.g., seeking social support)
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were associated with decreased distress, while emotion-focused strategies (e.g., wishful
thinking) were associated to increase distress.
These findings are interesting in light of previous findings regarding effective
coping in controllable vs. uncontrollable stressors (Folkman & Lazarus, 1980; 1985). The
nature of systemic sclerosis is such that there is objectively little that patients can do to
influence their disease experience; however, it seems that engaging in a more active type
of coping, such as problem-focused strategies, was more adaptive than engaging in more
passive forms of coping like emotion-focused strategies (Malcarne & Greenbergs, 1996).
Similar patterns regarding active and passive forms of coping have been found in
patients dealing with chronic pain. In a study by Snow-Turek and colleagues (1996) of 76
chronic pain patients, active and passive coping was assessed with the Coping Strategies
Questionnaire (CSQ; Rosenstiel & Keefe, 1983) and the Vanderbilt Pain Management
Inventory (VPMI; Brown & Nicassio, 1987). Active coping was defined as attempting to
control pain or functioning in spite of pain, while passive coping was defined as
relinquishing control of pain to others or allowing other areas of life to be adversely
affected by pain (Brown & Nicassio, 1987). Active coping was strongly associated with
patient activity level and inversely related to psychological distress. Passive coping was
positively related to general psychological distress and depression (Snow-Turek et aI.,
1996).
Esteve, Ramfrez-Maestre, and Lopez-Martinez (2007) conducted a similar study
of 117 chronic pain patients. Researchers used Structural Equation Modeling (SEM) to
examine relationships between specific coping strategies and adjustment variables. In the
final model, there was a statistically significant path coefficient between active coping
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and depression (P = .38, P < .05), indicating that higher levels of active coping were
associated with lower levels of depression. Passive coping had statistically significant
effects (positive) on both depression (P = .30, P < .05) and anxiety

(P = .30, p < .05), as

measured by the Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith,
1983).
Many measures of coping consider acceptance to be a single coping strategy (e.g.,
Brief COPE; Carver, 1997). In the aforementioned study by Esteve et ai. (2007),
however, it was conceptualized as a pattern of cognitive and behavioral responses that
involve relating to pain-related experiences without attempts at control or avoidance,
engaging in valued activities, and reaching personal goals regardless of these experiences
(McCracken & Eccleston, 2005). Acceptance of pain had a statistically significant effect
on functional status (f3 = .65,p < .05) and impairment (r = -.12,p < .05), as measured by
the Impairment and Functioning Inventory (IFI; Ramirez-Maestre, & Valdiva, Y., 2003),
a self-report measure designed specifically for patients with chronic pain. These results
indicate that persons characterized by higher levels of acceptance reported higher levels
of functional status and lower levels of functional impairment (Esteve et aI., 2007).
Acceptance is not seen as the substitution of control for no-control; rather, it is a change
in focus from uncontrollable events (pain) to controllable factors. In this way, it is not
surprising that acceptance had strong relationships with both active and passive forms of
coping, positive and negative, respectively (Esteve et aI., 2007). Active coping and
acceptance are seen as having much in common when acceptance is conceptualized in the
manner described above (McCracken & Eccleston, 2005).
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Findings similar to those found by researchers investigating chronic pain (Esteve
et aI., 2007; Felton & Revenson, 1984; Snow-Turek et aI., 1996; Turner et aI., 1987) have
also been found in studies investigating heterogeneous chronic illness samples.
Bombardier and colleagues (1990) found that the use of emotion-focused coping (i.e.,
avoidance, wishful thinking, and blaming self) were associated with increased depression
scores (r = .33,p::S .01) and greater psychosocial dysfunction (r = .37-.53,p::S .01).
Together, these three coping styles accounted for 19% of the variance in depression and
33% of the variance in psychosocial impairment. Although avoidance coping was
associated with greater symptom complaints, none of the other emotion-focused coping
strategies were related to disease-related variables (i.e., physical impairment, physicianrated disease severity). On the other hand, in a study of patients with four types of
chronic illness, Felton and Revenson (1984) found emotion-focused coping (e.g., wishful
thinking) to have a negative impact on adjustment regardless of diagnosis or illness
controllability.

Coping with lBD
The increase in literature examining the coping strategies of various medical
populations has grown out of evidence suggesting that people who are physiologically
and psychologically similar respond very differently to their health condition (Harland &
Georgieff, 2003). This interest is gradually becoming a focus in the IBD research (van
der Zaag-Loonen, Grootenhuis, Last, & Derkx, 2004). Since IBD is a chronic,
relapse/remitting disease with the potential to negatively impact several life domains, it
presents a special challenge for those who have it. It is important to understand the
methods that people with IBD use to cope, as well as how these methods relate to
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adjustment to the disease. Individuals with IBD may be challenged to cope with a number
of complex tasks in living with their disease-tasks concerning concepts of normality,
lifestyle, the self, social relationships, grief, role changes, physical pain and discomfort,
treatment adherence, controllability and predictability (Miller, 1983). Despite this, only a
small number of studies have investigated the coping methods of those diagnosed with
IBD.
There have been mixed results regarding what form of coping methods are the
most commonly used in people living with IBD. Smolen and Top (1998) examined the
coping strategies of 46 people with IBD (72.7% Crohn's Disease; 73.9% Female).
Although the most effective strategies, as rated by IBD patients, were problem-focused
(e.g., supportant coping methods), the most frequently used coping strategies were
mainly emotion-focused (i.e., optimistic, self-reliant coping methods). Similar results
were obtained by Larsson, Loof, Ronnblom, and Nordin (2008) in their study of 742 IBD
patients. Optimistic and self-reliant coping strategies-both emotion-focused-were the
most commonly used in dealing with exacerbations of disease.
Conversely, in a study by Kinash et al. (1993) people with IBD (N = 150) were
more likely to use problem-focused coping strategies (e.g., try to find out more about the
situation so as to handle it better) than emotion-focused coping strategies (e.g., take
drugs). This was true when comparing males and females, individuals with CD and DC,
and individuals at varying levels of degree severity. In other words, regardless of gender,
diagnosis, or disease severity, problem-focused coping processes were more likely to be
utilized by those individuals in the sample. These results (Kinash et aI., 1993) seem
contradictory to the findings of Folkman and Lazarus (1980) that suggest problem-
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focused coping is more likely in situations appraised by people as changeable, while
emotion-focused coping is used more frequently in situations appraised by people as not
amenable to change. However, the use of a wide range of both problem-focused and
emotion-focused coping behavior indicates that patients' coping efforts may be directed
towards changing both the situation itself as well as their feelings about it (Larsson et aI.,
2008).
Generational differences may account for the lack of consistent trends in those
with IBD. For example, in their study of65 adolescents (12-18 years old) with IBD, van
der Zaag-Loonen et ai. (2004) found an increased use of avoidant coping styles when
compared to healthy peers. Avoidant coping included brushing aside the problem, leaving
things the way they are, and waiting and seeing what happens. Although the avoidant
coping style was more common than the other six types assessed in this study (active
problem handling, palliative reaction pattern, social support seeking behavior, depressive
reaction pattern, expression of emotion, and comforting cognitions), it was not
significantly related to any domains of health related quality of life (HRQoL). HRQoL
was defined as "the physical, psychological, and social domains of health that are
influenced by a person's experiences, beliefs, expectations, and perceptions" (Testa &
Simonson, 1996). HRQoL was assessed by the Impact-II (NL) (Loonen, Grootenhuis,
Last, Haan, Bouquet, & Derkx, 2002), a disease-specific questionnaire covering six
domains-IBD symptoms, systemic symptoms, emotional function, social functioning,
body image, and concerns related to treatment/intervention. A depressive reaction pattern
of coping (i.e., often worrying about things in the past, not being able to think about
anything else but the problem) was positively related to every aforementioned domain
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with the exception of body image. Engaging in depressive reaction coping decreased
HRQoL for the adolescents in this sample. Additionally, having an optimistic outlook on
the course of one's illness (described as predictive control) was positively related to
every HRQoL domain.
Another study investigating quality of life among IBD patients found that escapeavoidance and self-blame were two coping styles related to lower quality of life scores,
accounting for up to 10% ofthe variance (Maunder & Esplen, 1999). In addition to
HRQoL, the coping strategies utilized by people with IBD have been found to be related
to other outcomes. Kinash et al. (1993) found that problem-focused coping styles had
significant positive correlation with disease severity, whereas emotion-focused coping
correlated positively with depression.
Smolen and Top (1998) examined correlations of coping with perceived health,
perceived functioning and well-being in people with IBD. They found that evasive
(avoiding the problem), fatalistic (feeling hopeless and pessimistic), and emotive
(responding emotionally) coping strategies each had significant negative correlations
with perceived health and with well-being. Evasive, fatalistic, and supportive (using
support resources) coping strategies each had a significant negative correlation with
perceived functioning. A number of emotion-focused coping strategies were inversely
related to perceptions of health, functioning, and well-being. In other words, as the use of
emotion-focused coping strategies increases, perceptions of health, functioning and wellbeing decrease. The use of emotive coping strategies accounted for 20% of the variance
in health perception while fatalistic coping strategies explained 24% of perceived
functioning. Together, the use of fatalistic coping and the reported degree of effectiveness
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of an optimistic coping style accounted for 51 % of the variability in perceived wellbeing. These findings highlight the importance and influence of emotion-focused coping
strategies among individuals with IBD.
Alberts, Lyons, and Anderson (1988) examined correlations between
demographic and illness variables (i.e., age, time since diagnosis, disease severity,
perceived effectiveness of treatment, perceived control of illness) and coping styles for
people with IBD (N = 38). Coping styles were distinguished from coping skills in this
study and were measured by the Millon Behavioral Health Inventory (Millon, Green, &
Meagher, 1982). Millon proposed that there are eight distinct styles with which a person
deals with physical illness: introversive, inhibited, cooperative, sociable, confident,
forceful, respectful, or sensitive. The description of each coping style reads more like a
personality description than a collection of coping skills. However, examining patients'
coping styles has implications for intervention with people with IBD in an effort to
improve quality of life.
Alberts et ai. (1988) found that duration and severity of disease did not correlate
with any ofthe coping style variables. Additionally, age of onset correlated positively
with the forceful method of coping. People using the forceful style of coping were overly
aggressive, hostile and domineering and tended to fight the illness. Effectiveness of
medical treatment correlated positively with an introverted style of coping. People using
this style of coping minimized distress and were colorless, emotionally flat, reclusive,
and aloof (Alberts et aI., 1988). As introversion increased, satisfaction with medical
treatment increased. Control of the illness correlated negatively with the sociable coping
style and correlated positively with the sensitive method of coping. People using the
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sociable style were "outgoing, talkative, and charming, perhaps dramatic and emotional"
(p. 73). People using the sensitive style tended to be unpredictable and moody and feel as
if they were born to suffer, often "dissatisfied psychologically and physically" (p. 73).
There is obvious within-group variation in coping among individuals with IBD.
Since UC and CD differ in their natural history and course, it is understandable that
patients may use different coping strategies, depending on the disease involved and the
current stage of disease (i.e., exacerbation, remission). A few studies have directly
compared the coping strategies ofUC and CD patients (Kinash et aI., 1993; Larsson et
aI., 2008) and have found no differences in the coping patterns between the two groups.
Only one study, to my knowledge, compared the coping strategies of those in remission
to those experiencing active disease (Larsson et aI., 2008). Although both UC and CD
patients who were experiencing increased disease activity reported more impaired
HRQoL and emotional distress, there were no differences in reported coping strategies
when compared to UC and CD patients in remission. These results suggest that coping
patterns are not solely determined by medical factors (e.g., diagnosis, disease severity),
and may be more strongly linked to cognitive and personality factors.
Meaning Making Model of Coping
Some theorists argue that the transactional stress and coping model (Lazarus &
Folkman, 1984) is oflimited usefulness in studying adjustment to major loss and chronic
illness (Mikulincer & Florian, 1996; Park, 2005). In situations where the stressful
experience is not amenable to change, the use of problem-solving strategies may prove
ineffective. Coping, then, involves a great deal of intrapsychic cognitive processes or
"meaning making" through which a person transforms the meaning of a stressful
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experience (Park, 2005). Park and Folkman's (1997) provide a model that describes this
dynamic meaning making aspect of coping.
According to this model, shown in Figure 1, there are two broad categories of
meaning: global and situational. Global meaning encompasses an individual's enduring
beliefs, valued goals, and subjective feelings of purpose in life (Park & Folkman 1997;
Park & Ai, 2006). Situational meaning refers to the meaning ascribed to a particular event
(Park & Folkman, 1997) and includes appraisals of an event as a loss, threat, or
challenge, causal attributions explaining why the event occurred (e.g., God's will), and
decisions regarding what can be done to cope with the event (Park, 2005).

Global Meaning
BeJieJS
Goals

Situational Meaning

mD

Is Appraised
Meaning
Discrepant
with Global
Meaning?

-+
Adjmtment

Figure 1. Meaning making model of coping (adapted from Park, 2008)
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Park and Folkman's (1997) model suggests that people experience psychological
distress when there is incongruence between these two systems of meaning. More
specifically, when a person encounters a potentially stressful event, he or she appraises
the meaning of that event and determines the extent to which this appraised meaning
threatens his or her global beliefs and goals. For example, people generally maintain
adaptive beliefs about personal invulnerability, personal control and meaningfulness in
life (Thompson, 1991). With the diagnosis of IBD comes feelings of vulnerability, lack of
control and a sense of meaninglessness in their experience. There are often questions
concerning why it happened and the personal significance of it. In addition to threatening
the assumption of a meaningful world, IBD may threaten a person's overarching goals
because of social or vocation limitations incurred by the disease.
To the extent that global beliefs and goals are incongruent with the appraised
meaning of IBD, people will experience distress (Park, 2008; Tait & Silver, 1989). This
discrepancy, as well as the resulting distress, is seen as a motivator of change and a
crucial part of the meaning making process. In order to "make meaning" people must
either change the appraised meaning of IBD to make it fit into their existing beliefs and
goals (assimilation), change their beliefs and/or goals to accommodate IBD
(accommodation) (Janoff-Bulman & Frantz, 1997; Joseph & Linley, 2005), or both. Park
and Folkman (1997) suggest that these changes alleviate psychological distress by
aligning global and situational meanings. Integrating appraised meaning with global
meaning is related to psychological adjustment to the stressful event (Antonovsky, 1987;
Davis, Wortman, Lehman, & Silver, 2000; Greenberg, 1995; Collie & Long, 2005;
Skaggs & Baron, 2006) as it leads to acceptance and allows the person to move on
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(Horowitz, 1991; Park & Folkman, 1997). In this way, meaning making is viewed as a
type of coping strategy that often results in lower levels of negative affect and depressive
symptoms, as well as higher levels of positive affect (Park, 2008).
Meaning making is presumed to occur whenever people experience events that
they perceive as being discrepant with their global meaning. However, meaning making
may be particularly important when people are dealing with a chronic illness. An illness
such as IBD may be viewed as a unique form of harm, which often involves actual as
well as symbolic losses (Shuman, 1996). The harm suffered is ongoing, primarily internal
in source, and likely to affect all aspects of a person's being-physical, social,
psychological, and spiritual (Scioli, McClelland, Weaver, & Madden, 2000). For this
reason, one could argue that a chronic illness that has no known cause or cure is more
likely than most acute and non-health-related stressors to bring into question such
existential concerns as meaninglessness (Yalom, 1998). For this reason, Park and
Folkman's (1997) model of meaning making was chosen as the theoretical framework of
the current study investigating the coping processes of individuals with IBD. The
following is a more explicit description of the central constructs of the meaning making
model, as well as relevant empirical research for each.
Global Meaning

Global meaning has been described using various terminology, including
assumptive worlds (Janoff-Bulman, 1991), meaning structures (Marris, 1986), life
schemas (Thompson & Janigian, 1988), and existential meaning (Richer & Ezer, 2000).

In general, global meaning is made up of one's global beliefs, valued goals, and
subjective feelings of meaning, or meaninglessness, in life (Park, 2005; Park & Ai, 2006;
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Reker & Wong, 1988). Global beliefs include the fundamental assumptions ofa
benevolent and meaningful world in which events occur according to what is fair and just
(Janoff-Bulman, 1992). These beliefs also encompass broad domains such as control,
predictability, coherence, and personal vulnerability (Park, 2008). For example, people
tend to believe that the world is fair or that they have some direct control over events that
occur (Catlin & Epstein, 1992; Janoff-Bulman, 1991). Such basic beliefs regarding
themselves and the world influence how people perceive events, construct plans, and
formulate expectations (Bowlby, 1969; Janoff-Bulman, 1992).Global beliefs represent
the dimension of global meaning that pertains primarily to assumptions of order.
Meaning described in terms of purpose refers to the motivational component of
global meaning involving goals (Park & Folkman, 1997). Global goals are the desired
outcomes (i.e., ideals, states, or objects) that people seek to obtain, maintain, or avoid in
life (Emmons, 1995; Park, 2008). Human beings are goal-directed; the pursuit of goals is
basic and central to survival. Not only do people continually pursue goals, both proximal
and distal, they also maintain specific beliefs about the likelihood of attaining those goals
(Carver & Scheier, 1991; Thompson, 1985). Many theorists consider people's goals to be
a representation of their current identity, as well as their future ideal selves (Clark, Henry,
& Taylor, 1991; Silberman, 2005). As such, Park and Folkman (1997) suggest that global

goals constitute a central element of a person's global meaning system. Together, global
beliefs and global goals provide an orderly framework for understanding one's past and
present experiences and guiding one's expectations for the future (Lee, Cohen, Edgar,
Laizner, & Gagnon, 2004; Park & Folkman, 1997).
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Feelings of meaning, or meaningfulness, in life have been described as a trait-like
variable that allows a person to weather life's stresses (Jim, Richardson, Golden-Kreutz,
& Anderson, 2006). In fact, some aspects of global meaning may be considered

protective against psychological distress (Park & Ai, 2006). Research shows that firm
philosophical and spiritual belief systems help people recover from trauma and minimize
symptoms of post-traumatic stress disorder (Brune, Haasen, Krausz, Yagdiran, Bustos, &
Eisenman, 2002). Additionally, those who have more positive beliefs before a trauma
event are less likely to develop PTSD following the experience of a trauma (Ali,
Dunmore, Clark, & Ehlers, 2002). Results are similar in studies with cancer patients;
those who report more meaning in life in the wake of a cancer diagnosis report less
distress (Lewis, 1989; Vickberg et aI., 2001).
Although little research has been done investigating the development of global
meaning, there is general agreement that it is formed through the accumulation of life
experiences beginning in childhood (Bowlby, 1969; Catlin & Epstein, 1992; Klinger,
1977). Culture and socialization playa formative role as well. For example, beliefs about
order may be stronger in cultures that emphasize individualism than those who do not.
Throughout childhood and adolescence, people's mental structures are refined and
embellished by their experiences. However, changes are much less likely to occur in
adulthood. For this reason, global meaning is characterized as being largely stable.
Although people confront a barrage of stimuli on a daily basis, a fundamental need for
stability and coherence results in a tendency to fit new data into their existing beliefs
rather than modify those belief systems to fit the stimuli (Janoff-Bulman, 1989; Marris,
1986; Park & Blumberg, 2002; Park & Folkman, 1997). This process is known as
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assimilation and is more likely than its counterpart, accommodation (changing global
meaning to make it fit with appraised meaning) (Payne, Joseph, & Tudway, 2007).
In addition to be being stable, global beliefs are generally optimistically biased
(Park & Folkman, 1997) with overly positive self-evaluations and exaggerated
perceptions of control (Taylor & Brown, 1988; 1994). Global beliefs, therefore, are not
always accurate representations of a person's past experience (Thompson & Janigian,
1988). Moreover, people tend to underestimate personal risk for a number of negative
occurrences, attributing greater vulnerability and risk to others (Perloff, 1983; Weinstein,
1987). In other words, people believe that bad things happen, but they don't believe that
those things will happen to them.
Situational Meaning
Although global meaning represents the more abstract and generalized level of
meaning, it strongly influences many aspects of situational meaning. According to Park
and Folkman (1997), situational meaning is the "interaction of a person's global beliefs
and goals and the circumstances of a particular person-environment transaction" (p. 121).
In other words, when an individual is faced with a diagnosis like IBD, the meaning he or
she makes of it - in the short- and long-term - will be influenced by his or her global
meaning. Expectations about why and how things happen, perceptions of one's own
vulnerability to such events, existing goals that may be threatened, as well as beliefs
about the illness itself, influence a person's understanding of their diagnosis.
According to the meaning making model of coping (Park & Folkman, 1997; Park,
2005), situational meaning has three components-appraisal of meaning, search for
meaning, and meaning as an outcome. Appraisal of meaning refers to cognitive appraisal
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as explained earlier, which is the process through which a person evaluates the meaning
of a particular event with respect to its personal significance (Lazarus & Folkman, 1984).
Initial appraisals of an event are often made rapidly without much deliberation. Appraisal
of meaning is influenced by the relevance of an event to one's beliefs and goals and by
perceived options regarding what can be done about one's situation (Lazarus & Folkman
1984; Thompson & Janigian, 1988). In effect, appraised meaning is created through the
processes of primary and secondary appraisal (Lazarus & Folkman, 1984). Appraised
meaning is additionally influenced by past experiences and the timing of an event. For
example, stories of others' success or failure associated with a specific disease impacts a
person's emotional and cognitive response to their own diagnosis. Also, the diagnosis of
a chronic illness at an early age may be considered an off-time event in that it involves
life changes that occur earlier than what might be expected. In other words, the
occurrence of such an off-time event doesn't fit with prevailing beliefs about the
expected trajectory of life (Richer & Ezer, 2000; Sorenson, 1995). Ultimately, when a
person perceives that the outcome of an unexpected event could be negative, that coping
resources are inadequate, or that existing beliefs are threatened, then a search for meaning
ensues.
Search for meaning refers to the coping processes through which people attempt

to understand unexpected and stressful events (Thompson, 1991; Turnquist, Harvey, &
Anderson, 1988). When the meaning initially ascribed to an event is incompatible or
incongruent with the person's global meaning, meaning-based coping techniques are used
to work through the process of searching for meaning. Not only does a search for
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meaning help people understand their experience of an illness, it also assists them in
finding a sense of meaningfulness in their life (Steeves, 1992).
In a concept analysis conducted by Skaggs and Baron (2006), they discuss four
critical attributes of the search for meaning. First, search for meaning is a process. Search
for meaning is part ofthe very nature of being human (Frankl, 1984, Lazarus, 2001). It is
a primary and universal human motive and, as such has been reported across all age
groups (Frankl, 1984; Reker, Peacock, & Wong, 1987). Daily events are evaluated on
the basis of their "fit" with global meaning (Harvey, Orbuch, & Fink, 1990; Lazarus &
Folkman, 1984; Lazarus, 2001). The appraisal process in searching for meaning takes
place continuously during waking hours, sometimes at an unconscious level (Skaggs &
Baron, 2006). Secondly, search for meaning is temporal. Because evaluation of an event
is ongoing, meaning may change as a person receives more information and copes with
the experience (Lipowski, 1983). Specific techniques used to find meaning can vary from
day-to-day and from one aspect of an event to another (e.g., uncertainty of illness, painful
symptoms) (Schwarzer & Knoll, 2003). Third, the search for meaning is unique for each
person (Skaggs & Baron, 2006). Meaning cannot be received from another person
(Frankl, 1988; Park & Folkman, 1997) as it is situation- and person-specific (Frankl,
1988). The personal nature of meaning helps explain why a particular event may be seen
as stressful to one person but not to another (Janoff-Bulman, 1992; Pearlin, 1991).
Additionally, an event that is considered to be stressful to a person at one point in life
may not be another time (Aldwin, 1994; Park & Folkman, 1997). Fourth, and last, the
search for meaning is a recursive process. Different aspects of the process may overlap
and, at any point, a person may revisit the appraised meaning of an event, engage in
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reappraisal, or use a variety of other meaning-based coping strategies (King, 2004; Park
& Folkman, 1997)

Central to the search for meaning are attribution processes (Coward, 1997, Park &
Folkman, 1997). Searching for and finding some reason why an event occurred and who
or what is responsible for its occurrence can be helpful in making sense of an unexpected
and stressful experience (Baumeister, 1991; Park & Folkman, 1997; Taylor, 1983).
Attributions of causality ("Why did this happen?"), selective incidence ("Why did this
happen to meT'), and responsibility ("Who or what is responsible for this happening?")
are common among those attempting to cope with a chronic illness (Coward, 1990; Fife,
1994; O'Connor, Wicker, & Germino, 1990; Steeves, 1992). Research is mixed
concerning the extent to which attributions are a necessary part of the coping process.
Not everyone includes attribution among their coping efforts (Downey, Silver, &
Wortman, 1990); however, for many people attributions playa major role in coping and
adjustment processes. Assigning a cause for one's illness may help a person make sense
out of his or her experience. People who believe they understand why it occurred are less
likely to have their assumptions ofa meaningful world challenged (Thompson, 1991).
Additionally, particular attributions can help restore a sense of control and invulnerability
(Janoff-Bulman & Lang-Gunn, 1988; Taylor, 1983). If an identified cause is seen as
avoidable or under one's control, a person is provided a potential means for taking action
to prevent recurrence (Coward, 1997; Thompson, 1991). Finding answers to attributional
questions is not sufficient for providing meaning or for reconciling situational and global
meaning (Park & Folkman, 1997; Taylor, 1983; Thompson & Janigian, 1988; Skaggs &
Barron, 2006).

28

Search for meaning has been characterized as a prevalent thinking process among
those newly diagnosed with a major illness, involving attempts to understand the
significance of the diagnosis and redefine meaning in life. Studies show that the majority
of cancer patients engage in these processes (52% - 87%; Dirksen, 1995; O'Connor et aI.,
1990) in an attempt to understand the significance of the diagnosis, while also redefining
meaning in life.
Although search for meaning has received the greatest amount of attention when
compared to other aspects of the Park and Folkman (1997) model of meaning making,
research diverges on its psychological impact. While some studies show that those who
are searching for meaning have poorer mental functioning, less positive affect, and more
negative affect than those who are not searching for meaning (Barkwell, 1991; Tomich &
Helgeson, 2002), other studies show the converse (Davis, Nolen-Hoeksema, & Larson,
1998). One explanation for these contrary results may be related to the hypothesized
relationship between the process of meaning making and its outcome (further discussed
below). Meaning making as a process may only be considered helpful when it results in
some sort of resolution or integration (Park, Edmondson, Fenster, & Blank, 2008). In
other words, meaning making may be helpful only to the extent that it is related to the
actual making of meaning. In fact, the ability to find meaning is more consistently related
to positive outcomes such as higher self-esteem (Lewis, 1989) and better physical
functioning (Thompson & Pitts, 1993). Conversely, on-going, unsuccessful efforts to
make meaning of one's experience may signify a lack of resolution or satisfactory
meaning and, therefore, be associated with poorer adjustment (Davis et aI., 1998).
Adding to the complexity of the issue, it is difficult to determine whether individuals who
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are not searching for meaning are not doing so because they see it as unnecessary or they
have already constructed meaning (Lee et al., 2004).
Meaning as an outcome (Park & Folkman, 1997) is the third, and final, stage of

situational meaning and represents the products of the meaning making process. It has
been referred to as "found meaning" (Thompson & Janigian, 1988) or "meanings made"
(Park, 2005). In some cases, this reflects a change in the appraised meaning of the event,
leaving pre-existing global meaning intact. Other times, meaning as an outcome reflects
changes in global meaning (both positive and negative).
Not everyone finds meaning in their illness experience. However, those that do,
particularly those that construct positive meaning from their experience, are expected to
demonstrate better adjustment (Taylor, 1983; Thompson, 1991). In a study of 1012
women with breast cancer, Degner and colleagues (2003) found that women who
constructed positive meaning out oftheir disease reported significantly less trait anxiety,
depression, and better emotional functioning and quality of life compared to those
women who found negative meaning. Taylor (1983) suggests that people maintain or
improve their sense of quality of life through the construction of new meaning that
includes regaining a sense of control and restoring self-esteem.
The Meaning Making Process and Outcomes
According to the Park and Folkman (1997), a person who perceives a discrepancy
between the appraised meaning of a situation and his or global beliefs and goals (See
Figure 1) will experience psychological distress, including a sense of loss of control,
unpredictability, or incomprehensibility of the world. To reduce distress, this discrepancy
must be reduced. The meaning making model of coping allows for the reduction of

30

discrepancy through changing the appraised meaning of a situation, modifying global
beliefs and/or goals, or both. In this way, meaning making is considered to be a specific
type of coping that involves coming to see or understand a stressful event in a different
way or reviewing and reforming one's beliefs and goals in order to regain consistency
among them (Davis et aI., 2000).
Changing Appraised Meaning
One of the central tasks of coping with severe stress is to integrate the occurrence
of the stressor with one's beliefs about the world and the self (Folkman & Moskowitz,
2004; Janoff-Bulman, 1989; Park & Folkman, 1997). Meaning making coping is a way of
linking a person's important values, beliefs, and goals to the illness experience (Folkman,
1997), thereby making it less aversive and distressing. Given the stable nature of global
beliefs, people typically make meaning through assimilation, or redefining the appraised
meaning of an event rather than changing their global meaning system (Pargament, 1997;
Park & Folkman, 1997; Thompson & Janigian, 1988). There are a number of means
through which people attempt assimilation.
Many researchers operationally define meaning making in terms of attributions.
Although people make early, automatic attributions concerning causality and
responsibility (Smith, Haynes, Lazarus, & Pope, 1993), Park and Folkman (1997)
propose that initial attributions may be modified throughout the coping process.
Revisions of attributions initially made are referred to as reattributions and are thought to
develop out of a continued struggle to understand one's experience (Park & Folkman,
1997).
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The sparse amount of research investigating the association between attributions
and adjustment in general has demonstrated mixed results. While some studies have
found that asking attributional questions is associated with worse psychological outcomes
(van den Bout, van Son-schoones, Schipper, & Groffen, 1988), others have found it to be
related to better adjustment (Tennen, Affleck, Urrows, Higgins, & Mendola, 1992).
These contradictory findings may, in part, be due to the fact that distinctive types of
attributions (causal, selective incidence, and responsibility) are often used
interchangeably by researchers (Thompson, 1991).
Just as reattributions occur throughout the coping process, coping is continuously
mediated by cognitive reappraisals (Lazarus & Folkman, 1984; Park & Folkman, 1997).
Reappraisal processes transform the appraised meaning of an event making it seem less
uncontrollable or threatening than originally (Park & Blumberg, 2002). Reappraisals can
also increase the positive aspects of a specific event or experience. Positive reappraisal,
also known as positive reinterpretation or positive reframing (Carver, Scheier, &
Weintraub, 1989), is a type of meaning making coping strategy that involves a reevaluation of an event in terms of benefits to one's values, beliefs, and goals (Folkman &
Moskowitz, 2004). A person may see his or her illness as having been a catalyst for
positive growth or for the expression of previously unrecognized strengths (Tennen &
Affleck, 2002).
Positive reappraisal coping is one meaning making coping strategy measured in
the current study and has consistently associated with better adjustment to a variety of
stressors, including illness (Carver et aI., 1993; Mattlin, Wethington, & Kessler, 1990;
Mendola, Tennen, Affleck, McCann, & Fitzgerald, 1990). In a study of 104 HIV -infected
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men (Kraaij, Van der Veek, Garnefski, Schroevers, Witlox, & Maes, 2008), positive
reappraisal was negatively related to depression (r

=

-.37,p < .001) and anxiety (r = -.28,

p < .01). Similar results were found in a study of people with definitive infertility (Kraaij,

Garnefski, & Vlietstra, 2007). After controlling for sociodemographic characteristics,
positive reappraisal was significantly negatively related to depression (r = -.23, p < .001).
In addition to depression and anxiety, positive reappraisal has also been associated with
decreased levels of psychological distress (Carver et aI., 1993) and fatigue (Reuter et aI.,
2006).
Another coping strategy related to meaning making is emotional processing
(Stanton et aI., 2000a). Rachman (1980) described emotional processing as a way in
which a person processes stressful life events. He defined emotional processing as "a
process whereby emotional disturbances are absorbed, and decline to the extent that other
experiences and behavior can proceed without disruption" (p. 51). Although emotionfocused coping strategies have been associated with higher levels of distress (Malcarne &
Greenbergs, 1996), Stanton, Kirk, Cameron, and Danoff-Burg (2000b) suggest that this
may be due to problems related to the measurement and analysis ofthis style of coping.
In addition to there being distinctly different types of coping included under a general
category of emotion-focused coping (i.e., emotion expression, emotion avoidance), these
strategies are often confounded with distress (i.e., "I get upset and let my emotions out.").
These issues led Stanton et aI., 2000b) to develop a scale that more clearly assesses
emotional approach types of coping. Similar to cognitive processing, emotional
processing is likely an important part of the meaning making process and adaptive in the
short-term. However, if it continues on a long-term basis, it may become more ruminative
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in nature and less beneficial in terms of resolution and adjustment (Stanton et aI., 2000a).
It is not entirely clear, with the current research, at which point these processes become

ruminative and maladaptive.
Changing Global Meaning
In effect, coping strategies such as re-attributions and positive reappraisal (i.e.
positive reframing) are attempts at decreasing the incongruence between situational
(appraised) and global meaning. However, Park and Folkman (1997) suggest that there
are times when the cognitive processes aimed at reinterpreting the situational meaning of
an event are not sufficient to achieve congruence between situational and global meaning.
This is especially true when pre-existing beliefs are completely shattered or basic goals
are thwarted by a particularly stressful experience, such as a chronic illness (Thompson &
Janigian, 1988). In these cases, restoring equilibrium may involve revising one's
fundamental beliefs or altering goals.
Religion is considered to be one example of a global meaning system (Park, 2005;
Park & Folkman, 1997). A religious meaning system can provide a framework of
meaning that helps the person answer difficult questions related to the event and develop
purpose and goals (Paloutzian, Richardson, & Rambo, 1999; Pargament, 1997). In
addition to, or instead of, changing the appraised meaning of an event, people may also
change their fundamental philosophical, religious, or existential belief systems or
construe drastically altered goal hierarchies (Lehman et aI., 1993; Park & Folkman,
1997). This usually happens when, even after extensive reappraisals, an event is too
aversive or extreme to fit into preexisting beliefs and goals (Park & Folkman, 1997; Park,
2005). For example, following a traumatic or stressful life event, a person may come to
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view God as less powerful (Kushner, 1981) or believe that they are no longer able to
understand everything that happens in the world (Pargament, 1997). Religious
reappraisal, along with prayer, meditation and finding comfort in spiritual beliefs, is a
fonn of religious coping and one of the meaning making coping strategies measured in
the current study.
Living with a chronic illness can produce significant stress, feelings of loss and a
changed reality due to the disruption oflife goals (Klinger, 1977; Thompson & Janigian,
1988). Meaning making usually involves a process of evaluating the appraised meaning
of a situation in terms of its consequences for one's life, including future goals and
priorities (Moos & Schaefer, 1986). When a goal is thwarted, a person can move on only
by revising the old goal, finding an appropriate substitute or abandoning it (Martin &
Tesser, 1989; Park & Folkman, 1997; Pearlin, 1991). Values may be realigned so that
achievable goals have more value and unachievable goals become less important (Sharpe
& Curran, 2006). A person may relinquish goals that are no longer tenable and create

new ones that restore a sense of purpose to their lives (Millar, Tesser, & Millar, 1988;
Park & Folkman, 1997). Essential requirements for a meaningful life may change to
include elements that are still achievable within the new context of living with a chronic
illness (Sharpe & Curran, 2006).
Little research has focused on the potential influence of sociodemographic
variables on meaning-related constructs. Previous research has found that young and
middle-aged adults tend to experience more disruption and threat than do older adults
(Bower, Meyerowitz, Desmond, Bernaards, Rowland, & Ganz, 2005; Park et aI., 2008;
Vickberg, 2003), suggesting that younger people have a greater need to make meaning
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from off-time experiences (i.e., those life changes that occur earlier or later than
expected) (Blank & Bellizzi, 2006; Park et aI., 2008; Tomich & Helgeson, 2002).
However, age has not been consistently associated with meaning-focused styles of
coping. Regarding education and income level, a review by Lee et ai. (2004) found these
two variables to be the least often reported sociodemographic variables in the meaning
literature. Although gender, race/ethnicity, and marital status are more commonly
reported, samples tend not to be representative, consisting mainly of married, Caucasian
females (Lee et aI, 2004). Nevertheless, several studies have found that women not only
report greater use of meaning making coping strategies, but also report using a greater
number of coping strategies in general (Park & Cohen, 1993; Scioli et aI., 2000). The
present study aims to further examine the predictive value of specific sociodemographic
variables (i.e., age, gender, and education level) on meaning making behaviors.
Stress-Related Growth
A stressful event or experience such as that associated with a debilitating chronic
illness is thought to challenge or violate a person's worldviews (i.e., beliefs about
fairness, justice, control, etc.) as well as their goals (Park, 2004; Park & Folkman, 1997).
Through the cognitive processing of information, people engage in meaning making to
reduce the violation of their beliefs and goals. Meaning making coping strategies
(Folkman & Moskowitz, 2004) are those aimed at changing their global meaning (beliefs
and/or goals), the meaning of the stressful situation, or both (Park, 2005). Meaning
making itself is often considered to be of value to people because it provides them with
an opportunity to rethink their views, goals, priorities, and situation. As a result of this
review, people often identify or produce positive changes in themselves (Park, 2004).
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These positive changes are known as stress-related growth (SRG; Park et aI., 1996) and
are viewed as one outcome of the meaning making coping process (Park, 2004).
SRG is a relatively new construct within psychological literature that has been
studied under various terms, such as posttraumatic growth (Tedeschi, Park, & Calhoun,
1998) and perceiving benefits (Calhoun & Tedeschi, 1991). In the current study, the tenn
stress-related growth is preferred over the others for several reasons. First, trauma refers
to events or conditions that involve perceived threat to life or bodily integrity, whereas

stress encompasses a broader range of life events. Therefore, the use of the tenn
posttraumatic growth is reserved for those who have experienced true trauma (Park,
2004). Secondly, the tennperceiving benefits may imply that the positive changes
following a stressful experience may not be actual and/or observable changes, but rather
perceptions of an individual.
In addition to, or perhaps as a result of, varying tenninology, SRG has been
conceptualized in different ways. Although it has been characterized by some as a
manifestation of defensive denial this view of SRG has been largely refuted (Lerner &
Gignac, 1992; Park & Cohen, 1993; Park et aI., 1996). Several researchers suggest that
people can and do alter their emotional reactions by changing their perspective without
distorting or denying objectively difficult of deteriorating circumstances (Gilovich &
Medvec, 1995; Lazarus, 1983; Lerner & Gignac, 1992). For those dealing with stressful
life events, reports of growth may not only reflect actual positive changes, but also
attempts at reappraising the situation to find the positive (Park, 1998; Park & Folkman,
1997). In this way, SRG has been viewed as a type of coping strategy not unlike positive
reappraisal. In the case of chronic illness, people may be continuously coping; therefore,
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reports of positive change may not only reflect accurate positive changes they have
experienced, but also attempts to reappraise the situation positively (Park, 1998).
SRG is also seen as a legitimate adjustment outcome (Park & Folkman, 1997) and
will be operationally defined as such in the current study. A large body of research has
established that people do report having experienced growth and positive changes as a
result of their coping with stressful life experiences in a variety of life domains
(McMillen, Smith, & Fisher, 1997; Tedeschi & Calhoun, 1996). Changes include
reordering priorities, greater appreciation of life, increases in personal strength or coping
resources, desire to help others, learning to take better care of oneself, increased
compassion and understanding of others, and increased spirituality and/or faith (Collins,
Taylor, & Skokan, 1990; Park, 2004; Petrie, Buick, Weinman, & Booth, 1999; Tedeschi
& Calhoun, 1995).

Efforts to better understand the development of SRG have resulted in the proposal
of several theoretical models (Park & Ai, 2006); however, there seems to be general
agreement that SRG requires a precipitating "seismic" disruption to one's assumptive
world or sense of self (Davis, Wohl, & Verberg; 2007; Tedeschi & Calhoun, 2004). To
the extent that an event or experience challenges a person's understanding of the world
and one's place in it, he or she will be faced with the cognitive task of rebuilding a
meaningful and coherent view of the self and the world (Davis et aI., 2007; Joseph &
Linley, 2005). The same is true for events that disrupt or threaten major life goals or
one's understanding oflife's purpose (Taylor, 1983; Thompson & Janigian, 1988);
people must rebuild goal hierarchies and seek out new purpose and meaning in life
(Martin & Tesser, 1989; Park & Folkman, 1997). Indeed, Tedeschi and Calhoun (1995)
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suggest that if an event is painful and its resolution is challenging and difficult, growth is
more likely to be experienced. SRG is contingent on the satisfactory completion of this
rebuilding process. In other words, for growth to occur, one must process and reconcile
the meaning of the experience for one's life, or "make sense of it" (Davis et ai., 2007).
Many people make sense of an event by coming to view it as an opportunity for personal
growth.
The role of rebuilding, or meaning making, in the development of SRG has been
addressed by several theorists (Janoff-Bulman, 1992; Neimeyer, 2006; Park & Folkman,
1997; Tedeschi & Calhoun, 2004). In fact, a close review of the literature suggests that
achieving stress-related growth involves many of the key aspects of the meaning making
model of coping (Park & Folkman, 1997). The model highlights the role of cognitive
processing. Cycles of cognitive intrusions and avoidance are considered to signify a
normative reconstruction of one's assumptive world. The repeated exposures and
attempts to work through the stressful encounter help people arrive at a more integrated
understanding (Tedeschi & Calhoun, 2004). Cognitive processing and meaning making
processes have been cross-sectionally linked to stress-related growth (Park, 2004; Park et
ai., 1996). However, those unable to achieve integration or resolution either by changing
the appraised meaning of an event to assimilate it into pre-existing global meaning, or by
changing their beliefs and goals to accommodate the event, will engage in continued
cognitive processing (Park & Folkman, 1997). Continued cognitive processing becomes
maladaptive at greater levels of intensity and longer duration (Park et ai., 2008; Harper et
ai., 2007; Horowitz, 1997; Joseph & Linley, 2005). These results hark back to those
suggesting poor outcomes for those reporting on-going meaning making efforts (Park et

39

aI., 2008; Tomich & Helgeson, 2002). On-going meaning making may be considered a
ruminative process in which has been associated with depression, poorer mental
functioning, less positive affect, and more negative affect (Barkwell, 1991; NolenHoeksema, 1987; Silver, Boon, & Stones, 1983; Tait & Silver, 1989; Tomich &
Helgeson, 2002),
Cognitive appraisals (Lazarus & Folkman, 1984) have also been associated with
reports of growth. For example, greater levels of perceived challenge and threat, may
facilitate SRG (Armeli, Gunthert, & Cohen, 2001; Park & Fenster, 2004). In other words,
appraising a situation as a challenge that can be mastered leads a person to cope more
actively and, thus, be more apt to grow from the experience (Schaefer & Moos, 1998).
Additionally, Germino, Fife, and Funk (as cited in Schaefer & Moos, 1998) found that
appraisals of threat were associated with increased attempts to find meaning. The
influence of cognitive appraisal is highlighted by comparing differences in growth scores
across event type. Although research suggests a positive association between severity of a
stressful life event and the experienced SRG (Armeli et aI., 2001; Kesimci, Goral, &
Gencoz, 2005; Park et aI., 1996), level of severity is subjective by nature. Ultimately, it is
more likely that the characteristics of the subjective experience of the event (e.g.,
controllability, threat), rather than the event itself that influences growth processes
(Linley & Joseph, 2004).
In addition to cognitive appraisal and coping strategies (e.g., positive reframing,
religious coping), Schaefer and Moos (1992) suggest a number of other factors that may
predict whether or not a person experiences growth. Event-related factors, such as
duration (or time since onset) and timing, are inconsistently related to growth. Although
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greater length of time since the initiation of a stressor could conceivably provide a person
with more opportunity to work through and finding meaning in the experience, this has
not been consistently empirically demonstrated (Park et aI., 1996).
Sociodemographic variables that have been linked to SRG include age, gender,
education, and income (See Linley & Joseph, 2004, for a review). For example, some
studies have found a negative association between age and SRG (Davis et aI., 1998;
Evers, Kraaimaat, Floris, van Lankveld, Jacobs, & Bijlsma, 2001, Polatinsky & Esprey,
2000), while others have found either a positive association (Milam, Ritt-Olson, &
Unger, 2004) or none at all (Kesimci et aI., 2005; Siegel, Schrimshaw, & Pretter, 2005).
As stated previously, SRG requires a precipitating "seismic" disruption to one's
assumptive world or sense of self (Davis, Wohl, & Verberg; 2007; Tedeschi & Calhoun,
2004). Research has found that young and middle-aged adults tend to experience more
disruption and threat than do older adults (Bower, Meyerowitz, Desmond, Bemaards,
Rowland, & Ganz, 2005; Park et aI., 2008; Vickberg, 2003); therefore, it is feasible to
expect a negative association between age and SRG.
Although gender has not always proven to be predictive of SRG (Polatinsky &
Esprey, 2000), many studies suggest that females are more likely to reports SRG
(Kesimci et aI., 2005; Lehman et aI., 1993; Park et aI., 1996; Stanton, Bower, & Low,
2006; Tedeschi & Calhoun, 1996; Weiss, 2002). Bear and Bames (as cited in Kesimci et
aI., 2005) attribute higher levels of SRG in women to the finding that women tend to
report higher levels of distress (Bear & Bames, 2001). Studies have revealed that women
are also more likely to seek social support (Littlewood, Cramer, Hoekstra, & Humphrey,
1991; Rosario, Shinn, Morch, & Huckabee, 1988), which seems to facilitate growth
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(Armeli et aI., 2001; Park et aI., 1996; Weiss, 2004). Furthermore, with gender
differences expected in meaning making coping efforts, it follows that gender differences
are also expected in SRG.
Only two studies have found higher levels of education to be associated with
more SRG (Fontana & Rosenheck, 1998; Updegraff, Taylor, Kemeny, & Wyatt, 2002).
In the current study, meaning making coping efforts are hypothesized to have a direct
causal effect on SRG. Because meaning making is not expected to be contingent on
education level, neither is SRG. Although specific hypotheses were formed for the
present study, evidence remains mixed in terms of sociodemographic variables'
predictive value as related to SRG.
Research has identified reports of stress-related growth following a variety of
violent traumas, including military combat (Elder & Clipp, 1989), child sexual abuse
(McMillen, Zuravin, & Rideout, 1995), a mass killing, plan crash, or tornado (McMillen
et aI., 1997); and terrorist attacks (Davis & Macdonald, 2004). In addition to traumatic
experiences, stress-related growth is increasingly recognized as an important outcome or
end product of meaning making among those living with a serious illness (Danoff-Burg
& Revenson, 2005; Milam, 2004; Schaefer & Moos, 1992; Siegel et aI., 2005). For

example, there has been a proliferation of studies investigating SRG (see Helgeson,
Reynolds, & Tomich, 2006 for a review), many of which focus on illness. Illness
populations include cancer (e.g., Sears, Stanton, & Danoff-Burg, 2003; Thorton & Perez,
2006), rheumatoid arthritis (Tennen et aI., 1992), HIV-AIDS (Siegel & Schrimshaw,
2000), and multiple sclerosis (Mohr et aI., 1999; Pakenham, 2005). Although IBD has
characteristics similar to those of the aforementioned illnesses, (i.e., uncertain course,
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debilitating physical symptoms, chronicity), there are no studies investigating SRG
among with those living with the disease. The current study was designed to further
examine the relationship between specific sociodemographic variables (i.e., age, gender,
and education level) and SRG and to determine if SRG occurs among individuals living
with lBD.
Meaning Making Coping in the Context of lBD
Meaning becomes particularly salient when it comes to coping with illness. An
extraordinary event such as the diagnosis of a serious illness disrupts the continuity of
everyday life, and people are forced to re-define the meanings they have assumed to be
true in the routine ofliving (Fife, 1994). Recognition of the relevance of the meaning
making process has led to an increase of research in the past decade (Grossman, Sorsoli,
& Kia-Keating, 2006; Scioli et aI., 2000). Much of this research has focused on meaning

making as a way for individuals to cope with life threatening illnesses such as cancer and
HlV (Lee, Cohen, Edgar, Laizner, & Gagnon, 2006a; 2006b; Plattner & Meiring, 2006).
Although lBD is not considered to be life-threatening, it was chosen as the
stressful experience with which to test Park and Folkman's (1997) meaning making
model of coping for several reasons. Living with a disease with no known cause can
complicate the meaning making process. IBD is one example of an idiopathic disease
with no known cause or cure. Additionally, lBD is characterized by uncertainty in course
of illness (unpredictable relapse/remission cycles), as well as day-to-day symptoms. lBD
is also an illness capable of shattering basic beliefs and the attainment of valued goals. It
affects men and women in a time of life where major changes (i.e., establishing a career,
starting a family) often occur. Furthermore, the debilitating symptoms ofIBD often
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wreak havoc in several different life domains, including family, work, social activities
and one's sex life. Lastly, despite the fact that it affects more than 1 million Americans
(Hurd, 1999), no research has been conducted investigating the meaning making process
in those living with IBD. To provide adequate rationale for the present study, each of
these factors will now be discussed in greater detail.
Clinical Presentation oflBD

IBD is a category of chronic illnesses that involve inflammation of the digestive
system. CD and UC are two forms ofIBD that are similar in their clinical presentation
but different in terms of histopathology, complications, and ultimate outcomes for the
patient (Dudley-Brown, 1996). The major difference between CD and UC is the areas of
the digestive track they affect. Specifically, CD can occur in any portion ofthe
gastrointestinal tract, from the mouth to the anus, whereas UC is confined to the colon
(Cooke, 1991; Dudley-Brown, 1996). Also, CD may involve any layer of the intestinal
wall, while UC is restricted to the mucosa.
Because CD and UC affect different layers ofthe intestine, they differ in
symptoms and complications. Symptoms ofUC typically include periods of both diarrhea
(frequently with blood and mucus) and constipation, abdominal pain, and cramping (Rao,
Holdsworth, & Read, 1988). Of course, the severity of symptoms depends on the extent
of colon involvement. The same is true for CD in that a person's symptoms depend on
the extent and site(s) of involvement; however, typical symptoms include abdominal pain
and diarrhea (Dudley-Brown, 1996). Due to the inflammatory nature ofIBD, both CD
and UC can involve systemic symptoms of fever and anemia, as well as extraintestinal
manifestations such as abscesses and arthritis. In addition to presenting with typical
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symptoms, patients may present with complications-both acute (e.g., obstruction,
perforation, cancer) and chronic (e.g., anemia, malnutrition) (Dudley-Brown, 1996;
Thompson, 1993). For further comparison of these diseases' clinical features, see Figure
2.
Although the cause of U C and CD are uncertain, evidence suggests that they
result from a complex interplay of genetic, immunological, and environmental factors,
rather than anyone single cause (Hurd, 1999). The general consensus is that symptoms
result from an abnormal response of a person's immune system (Ardizzone, & Bianchi
Porro, 2002). Normally, the immune system protects the body from infections caused by

Clinical Feature

Ulcerative Colitis

Crohn's Disease

Location in 01 tract
Distribution

Begins in colon, extends proximally
Continuous

Extent of
inflammation

Mucosa (inner lining)

Primary symptoms

Loose, frequent stool; 'abdominal
pain/cramping;

Any
Discontinuous; Skip
lesions
Transmural (musosa,
muscular layer, serosal
layer)
Depends on location;
nausea, vomiting,
diarrhea, abdominal pain
Yes

Extraintestinal
Yes
Manifestations
Malabsorption
No
Yes
Fistulas, abcesses, &
No
Yes
Strictures
..
FIgure 2. ComparIson of UlceratIve Cohtts and Crohn's DIsease (adapted from DudleyBrown, 2002)

viruses or bacteria. Once the infection has cleared up, the immune system "shuts off." In
individuals with IBD, the immune system seems to overreact to something in the
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digestive tract, failing to "shut off' once it starts working. This causes the ongoing
inflammation, ulcers and other problems associated with IBD. Steroids and immunosuppressant therapies have effectively been used to manage symptoms of the diseases,
thereby providing evidence for the overactive immune system hypothesis.
Managing IBD often consists of a combination of drug therapy, lifestyle changes
(e.g., diet, smoking cessation), or surgery, depending on diagnosis, location, and severity
of the disease (Nightingale, 2006). Though typically not the first therapeutic option,
many people with IBD will eventually undergo surgery as part of the management of
their illness. As many as one-quarter to one-third of patients with UC and two-thirds to
three-quarters of those with CD will have to have surgery due to complications or
unsuccessful medical therapy (CCF A, 2008, "About Ulcerative Colitis and Proctitis;
2009b, "Surgery for Crolm' s Disease"). Depending on a number of factors, including the
location and extent of the disease and the patient's age and overall health, several surgical
approaches are available. A proctocolectomy is the removal of the entire colon and
rectum and involves the creation of an ileostomy. In an ileostomy the end of the small
intestine (ileum) is brought through a hole (stoma) in the abdominal wall, which allows
for the drainage of intestinal waste into an external pouch, or ostomy. A colectomy is the
removal of just the colon, or a portion thereof, and does not necessarily require a stoma.
Other surgical options include strictureplasty (widening of narrowed portions of the
intestine without removal) and resection (removing diseased portions of the intestine and
joining two ends of healthy intestine). In UC, although the patient is traditionally
considered "cured" once the colon is removed, bowel function is significantly abnormal
following post-colectomy reconstructive surgery (typically an ilea-anal pouch
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anastomoses (Delaney et ai., 2003). With CD, however, even ifthe diseased portion of
the intestine is removed, the inflammation can reappear in a previously unaffected
portion of the intestine. In fact, 50 percent of those adult patients who have surgery will
experience a recurrence of symptoms within five years (CCF A, 2008; 2009b).
Idiopathic nature of IBD
Many patients with IBD may experience symptoms long before a correct
diagnosis is made. Oftentimes a diagnosis lends meaning to the illness experience by
providing an explanation for symptoms and, thus, allowing the individual to impose order
upon and regain control over the illness experience (Drauker, 1991; Madden & Sim,
2006). It is possible that such resolution can occur immediately upon being given a
diagnosis; however, for most this occurs over time through repeated processing of illnessrelated information (Adams, Pill, & Jones, 1997; Madden & Sim, 2006). When this
process is not successful, a maladaptive cycle of rumination can occur (Horowitz, 1991;
Martin, Tesser, & McIntosh, 1993; McIntosh et aI., 1993; Park & Folkman, 1997; Tait &
Silver, 1989); therefore, resolution may not be achieved and the diagnosis, or the illness
experience itself, is not accepted by the individual (Adams et aI., 1997). This process may
be particularly challenging when a diagnosis is confusing or when an illness is largely
characterized by uncertainty (Lewis, 1995; Madden & Sim, 2006).
Uncertainty
Mishel (1988) defined uncertainty as a cognitive state in which an individual is
unable to find meaning in illness-related events; it involves issues of ambiguity,
complexity, unpredictability, and lack of information within the illness experience.
Specifically, with IBD there is (a) ambiguity regarding the occurrence and pattern of
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symptoms; (b) complexity of disease and symptom management; (c) lack of definitive
infonnation regarding etiology, and diagnosis, and treatment; and (d) unpredictability of
disease exacerbation (Dudley-Brown, 2002). Therefore, uncertainty is often central to a
person's experience ofIBD. In fact, research suggests that unpredictability and
uncertainty of symptoms is one of the main concerns of individuals living with CD and
UC (Carlsson, Bosaeus, & Nordgren, 2003; Casati, Toner, De Rooy, Drossman, &
Maunder, 2000; de Rooy et aI., 2001; Dudley-Brown, 1996).
As explained earlier, most, if not all, people living with IBD will not be able to
discover the cause for their illness (Tomich & Helgeson, 2002). IBD patients may
experience uncertainty in trying to manage a condition that may become acute at an
uncertain future time (Coward, 1997). The clinical course of IBD is variable both within
and among patients (Dudley-Brown, 1996). Both CD and UC are characterized by
recurrent attacks, or "flare-ups", interspersed among periods of little to no disease activity
(i.e., remissions) (Thompson, 1993). Unfortunately, this cycle of relapseIre mission is
different for every individual and has been characterized as largely unpredictable.
Patients may also feel uncertain as to how the disease may affect their ability to
work or support their family, who they should tell about their disease and when, whether
or not they will need surgery, and if they can acquire and afford treatment and health
insurance (Irvine, 2004). High levels of uncertainty have been shown to be the cause of
stress and anxiety in patients with chronic illness (Warrington & Gottlieb, 1987), with
higher levels of uncertainty related to lower levels of illness adaptation (Wineman, 1990).
In studies conducted with individuals with multiple sclerosis, a degenerative neurological
disease, researchers found that the greater the uncertainty, the higher the likelihood of
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interpreting the effects of the illness as negatively affecting one's mood states regardless
of the level of functional capacity (Wineman, O'Brien, Nealon, & Kaskel, 1993).
Feelings of helplessness and lack of control associated with uncertainty may contribute to
the prevalence of anxiety and depression among those living with IBD (Addolorato et ai.,
1997; Walker et ai., 2008). The task for these people is to live with uncertainty while at
the same time doing all that is possible to promote one's health.
Violation of global beliefs and goals

Although both CD and UC may occur in people of all ages, CD affects mainly
those aged 15 to 35, while UC most commonly strikes those in their mid-30s (CCFA,
2009a, "About Crohn's Disease"). People at this age tend to have a sense of
invulnerability and safety from major illness. In other words, young people generally take
their good health for granted; chronic illness does not fit into their realm of possibilities
(Fleer, Hoekstra, Sleijfer, Tuinman, Hoekstra-Weebers, 2006).
People with IBD may question previously held beliefs about the benevolence of
the world, the extent to which they deserve to have the disease, and the extent to which
they are able to control negative events in general (Janoff-Bulman, 1989). The task of the
person diagnosed with IBD is to incorporate the diagnosis-and all that comes with itinto existing beliefs and goals (global meaning). He or she may either rework the
diagnosis to make it fit global meaning or revise beliefs to better match the illness
experience. Revising principles upon which we have interpreted the past is a far more
formidable task than conforming present events to existing principles, or beliefs.
Therefore, appraised meanings of an event (i.e., chronic illness) are likely to change as a
person engages in the coping process and actively struggles to arrive at a meaning that is
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not devastating to his or her self-perception and world view. Arguably, this process can
be complicated by the experience of a disease with no known cause or cure and a
characteristically unpredictable pattern of relapse and remission.
Moreover, these two diseases tend to strike during the most economically and
socially productive years of life. Important decisions are being made concerning
relationships, starting a family, and establishing a career (Dudley-Brown, 1996; Fleer et
aI., 2006). Individuals living with IBD, therefore, often experience disruption of salient
goals. The manifestations of IBD are often severe and affect multiple aspects of a
person's life, including work, family, and social functioning.
The physical and emotional challenges associated with IBD can greatly impact a
person's professional life (Cohen, 2003; Mallett, Lennard-Jones, Bingley, & Gilon,
1978). In a prospective study conducted by the University of Chicago (as cited in Moyer,
2006), nearly two thirds of respondents (65%) reported their work productivity, work
attendance, choice of profession, or location of their profession had been compromised
by IBD. The same study found that women had significantly lower quality of life scores
than men (p = .006). Additionally, women living with IBD were more likely to be on
disability and to require assistance with childcare and basic household activities.
Episodic or chronic disease activity may result in absenteeism from work; many
patients report a significant loss of days at work because of the need to be near or in a
bathroom most of the day (Dudley-Brown, 1996). The inability to work has been
associated with greater interpersonal and body image concerns and greater physical
impact concerns, even when controlling for the level of symptom severity (de Rooy et aI.,
2001). Worries concerning finances and being a burden to others are greater among those
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who are not currently working (de Rooy et aI., 2001). Research has shown this to be a
more common concern among men than women (Levenstein, Li, & Drossman, 1998).
Changes in work practices are common, with a number of patients having to cease
working completely due to their illness. However, results are mixed concerning
unemployment and disability rates among IBD patients. Although some studies report no
differences in these rates between IBD patients and the general population (Mayberry,
Probert, Srivastava, Rhodes, & Mayberry, 1992), others report rates significantly higher
(Bernklev et aI., 2006). Inability to work can lead to a significant reduction or the
complete loss of income. One dated study showed 21 % of adult patients reporting
reduced earning capacity due solely to their IBD (Mallet et aI., 1978). This loss coupled
with high medical costs, costly (or no) insurance coverage, and frequent utilization of
healthcare can create significant financial strain for those living with IBD, as well as their
families. The degree of healthcare resource use among individuals living with IBD tends
to be quite high. One study estimated the average annual direct cost of CD to be over
$12,000 in 1994 (Bodger, 2002). Longobardi and Bernstein (2007) compared 5,485 cases
of CD and UC with 45,279 matched controls and found that utilization of outpatient
services was twice as high for IBD cases regardless of whether or not the contact was
made for IBD-specific reasons. Additionally, their results suggested that within the first 2
years of their diagnosis, IBD patients exhibit a greater amount of surgical visits,
outpatient visits with an internist, and overnight hospitalizations than controls at any
other time.
Issues such as being close to toilets and feelings of embarrassment may be so
pervasive that social functioning is also impaired. Patients may fear incontinence and
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restrict their activities either necessarily or unnecessarily. There have been mixed results
concerning the level of functional impairment among patients with IBD. Although some
studies have shown social functioning to be impaired in those living with IBD, other
studies suggest that social functioning is less commonly affected (Casellas, L6pezVivancos, Badia, Vilaseca, & Malagelada, 2001; Mitchell, Guyatt, Singer, & Irvine,
1988). The social disability ofIBD may be underestimated by researchers and healthcare
professionals because it does not always correlate with disease activity or severity (Mallet
et aI., 1978).
Sexual health is not frequently addressed by researchers or healthcare
professionals but is very commonly affected by IBD (Gazzard, Price, Libby, & Dawson,
1978; Moody, Probert, Jayanthi, & Mayberry, 1992; Timmer, Bauer, Dignass, & RogIer,
2007). Sexual health may be impacted by painful symptoms, fatigue, or lowered libido.
Individuals often experience lowered libido as a side effect of the medications used to
treat IBD. Despite the possibility of lowered libido and fears of incontinence, diarrhea,
and abdominal pain, studies have shown there to be no difference in frequency of sexual
activity between IBD patients and control subjects (Moody & Mayberry, 1993).
However, research does show that IBD patients frequently experience co-morbid
conditions that adversely impact their sex lives. Dyspareunia (i.e., painful intercourse),
for example, was reported by 60% of women with CD (Moody et aI., 1992). Depression
is also considered to be an important determinant of low sexual functioning (Timmer et
aI., 2007).
Sexual relationships can also be impacted because of disturbances in body image.
Body image is made up of the expectations of how the body should look and function,
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feelings about the body, and perceptions of how others think about or react to the body
(McHugh, 1998). Adverse impact on body image has been reported by numerous samples
ofIBD patients (Casati et aI., 2000; Hall, Rubin, Dougall, Hungin, & Neely, 2005;
Joachim & Milne, 1985). Body image may be altered not only through the effects ofthe
disease itself but also its treatment, which includes surgery and medications. Any surgery
that changes the body, either in function or appearance, can have important effects
beyond the actual physical changes (McHugh, 1998). A person may have bodily scars or
the presence of an ostomy (external pouch)~both of which can lead to feelings of
embarrassment, seeing oneself as "flawed" or otherwise "not normal", and problems with
intimacy. In fact, one study found intimacy to be the number one disease-related concern
among patients with an ileostomy (Carlsson et aI., 2003). People often have difficulty
adjusting to the changes in their bodies or are unable to grieve the loss of their ideal or
desired body.
Significance of the Present Study
Prior to the 1960s, IBD was considered to be one of the seven classic
psychosomatic illnesses (Engel, 1955; North, Clouse, Sptznagel, & Alperes, 1990;
Sperling, 1960); therefore, research tended to focus only on the psychodynamics and
personality types ofthose with IBD (Murray, 1984). By the late 1960s, however,
advances in research determined that IBD had biological origins. When the view of IBD
etiology changed from psychological variables to physiological variables, there was a
definitive shift in research investigations (Levenstein, 2004). Grounded in the medical
model, research began to focus on physiological and immunological explanations and
treatments (Kurina, Goldacre, Yeates, & Gill, 2001; Murray, 1984; Steiner-Grossman,
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Banks, & Present, 1992). Unfortunately, as a result of this shift, psychological factors
associated with IBD were largely ignored by researchers until the past decade or so
(Pollin, 1995).
Research has shown that people living with chronic illness frequently develop
problems with depression and anxiety due to the pain, physical changes, loss of personal
control, and uncertainty about the future (Addolorato et aI., 1997; Pollin, 1995; Roberts,
Kiselica, & Fredrickson, 2002; Steiner-Grossman et aI., 1992). IBD is no exception to
this finding. In fact, the percentage of individuals with high levels of state anxiety and
depression was significantly higher in CDIUC groups than in controls (p < .001)
(Addolorato et aI., 1997). In general, psychological distress (e.g., depression, anxiety,
somatization) is a significant issue for many people with IBD. Decades of research
support the idea that the relationship between psychological distress and IBD activity is
self-perpetuating and mutually reinforcing (Dudley-Brown, 2001; Schwarz & Blanchard,
1991). That is, stress leads to active disease, or exacerbation, which in turn provokes
increased stress within the individual. This provides evidence for the influence of
psychological factors in the course ofIBD. Although prevention ofIBD is not possible,
the prevention of psychological distress or stress is both possible and desirable for
improving the quality of life for IBD patients. One way this prevention could be
accomplished is by addressing meaning-related issues of the illness experience and by
helping patients regain a sense of equilibrium in their lives. Despite the relevance of
meaning in the coping processes of people with IBD, no studies have been conducted
examining this issue. Knowledge regarding meaning and its impact on functioning may
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also help health care providers to identify those patients who might benefit from an
intervention based on meaning making processes (Fleer et ai., 2006).
Additionally, given the central role that meaning making seems to have in the
adjustment to highly stressful events, such as chronic illness, more research is needed to
clearly delineate the tenets of a widely-proposed model of meaning making coping (Park
& Folkman, 1997). The current study is a partial test of the meaning making model of

coping in that only certain paths were analyzed (See Figure 2). Specifically, the paths
being tested are: (a) path between the stressor (IBD) and reported level of discrepancy
(beliefs and goals violation); (b) path between discrepancy and distress; (c) path between
distress and meaning making coping; and (d) path between meaning making coping and
stress-related growth. It is the author's hope that the results of this study will advance the
knowledge of meaning making in the context of coping with a chronic, relapse-remitting
illness, such as IBD.

Figure 3. Simple schematic of the meaning making model of coping adapted for testing
in current study (adapted from Park, 2008)
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CHAPTER 2
METHODS
Hypotheses
Research Question 1: Are there sociodemographic variables that predict meaning making
in individuals diagnosed with IBD?
Hla. After controlling for the effects of time since diagnosis, age will be
negatively associated with meaning making.
HI b. Females will exhibit greater levels of meaning making than males.
HIc. Level of education will not be associated with meaning making.
Research Question 2: Are there sociodemographic variables that predict stress-related
growth (SRG) in individuals diagnosed with IBD?
H2a. After controlling for the effects of time since diagnosis, age will be
negatively associated with SRG.
H2b. Females will report greater levels of SRG.
H2c. Level of education will not be related to SRG.
Research Question 3: Does the meaning making model of coping (Park & Folkman,
1997) apply to individuals with IBD?
H3a. Individuals with IBD will experience a discrepancy in their beliefs and
goals.
H3b. When individuals with IBD experience a discrepancy in their beliefs and
goals, they will be distressed.
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H3c. Individuals with IBD who are distressed will then engage in meaning
making behavior.
H3d. Individuals with IBD who engage in meaning making behavior will
experience growth.
Sample
Population
All participants in this study were people who have been diagnosed with IBD either Crohn's Disease or Ulcerative Colitis - by a medical physician as detennined
through self-report. The population of interest was limited to persons who were at least
18-years old.
Sampling Methods
A purposive sampling method was used for this design as the target population
was chosen based on specific variables under consideration-diagnosis ofIBD.
Purposive sampling is a type of nonprobability sampling in which the selection of the
sample is based on the judgment of the researcher as to which subjects best fits the
criteria of the study (Trochim, 2006). It is often used when collecting exploratory data
from an "unusual", or highly unique, population (Tashakkori & Teddlie, 1998). Because
the experience of both Crohn's Disease and Ulcerative Colitis can vary so much from
person to person, the goal was to obtain a heterogeneous sampling of IBD patients. This
sampling technique is well-suited based on the current research questions and available
resources. Although it restricts the sample to a very specific population, it makes use of
all available subjects.

57

Due to the self-selective nature by which people will choose to participate, or not
participate, in this study, the participants will also represent an overall convenience
sample. The diagnosis ofIBD was not independently verified. In another study ofIBD
patients, accuracy of self-report compared with diagnosis using x-ray, pathology, or
endoscopy was 98% (Baird, Narendranathan, & Sandler, 1990). Participants were
recruited through online support groups and message boards for individuals diagnosed
with IBD. These forums were found in two ways: (1) through the "Search Groups"
function on social networking sites, MySpace.com and Facebook.com, and (2) through a
keyword search on Google. On MySpace and Facebook, the terms "Crohn's Disease",
"Ulcerative Colitis" and "IBD" were used in the search. On Google, the same terms were
used in conjunction with "support group" and "message board". Groups and message
boards were not selected for solicitation if it had been more than a month since the date
ofthe board's last post or if its membership was listed as "private."
Based on the aforementioned exclusion/inclusion criteria, messages were posted
in online support groups and message boards inviting members to participate in a study
about coping with IBD. Due to the anonymous nature of these forums, it was not possible
to determine how many people viewed these messages and decided not to participate.
Within the message, support group/message board members were provided with a link to
the research study hosted on SurveyMonkey.com. Here, they read the consent preamble
(Appendix A), containing the purpose of the study, the length of time expected for
participants to complete the online survey, and contact information in the case of
questions, comments, or concerns. Prospective participants were told of the voluntary
nature of the study and reminded that they can discontinue their participation at any time
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without negative consequences. They were also told that, upon completion of the online
survey, they will have the option of entering a lottery drawing for the chance of winning
one of two cash prizes in the amount of$50.00. To enter the lottery drawing, participants
had to enter their name, phone number or email address so that they could be contacted in
the event that they won.
Research Design
This cross-sectional mixed-model design (Tashakkori & Teddlie, 1998) has both
qualitative and quantitative components applied throughout its various stages. Statistical
and qualitative analysis and inference were utilized. Additionally, the model proposed by
Park and Folkman (1997) allows for some tentative a priori hypotheses that are
characteristic of a confirmatory investigation.
Instruments

Demographics
A sociodemographic information questionnaire was included in the survey packet
(Appendix B). Sociodemographic information collected includes age, gender, education
level, race/ethnicity, and employment status. Descriptive statistics will be presented for
these variables, but only age, gender, and education level are the focus of research
questions.

Stressful Event (IBD) Information
The meaning making model of coping begins with the experience of a potentially
stressful event. The current study examines meaning making coping related to a
homogenous stressor, IBD. Participants were asked several questions related to their
diagnosis oflBD (Appendix B). For example, they were asked to specify which form of
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IBD they have and how long ago they were diagnosed. Additional information was
collected on the number of hospitalizations and surgeries related to IBD. To obtain a
measure of disease severity, participants were asked to rate various IBD-related
symptoms. Three items were modified for use from the Harvey-Bradshaw Index (Harvey
& Bradshaw, 1980)--abdominal pain, general well-being, and number of loose stools.

Abdominal pain was rated on a 5-point Likert scale from 1 (not at all severe) to 5 (very
severe). General well-being was rated on a 5-point Likert scale from 1 (Very Good) to 5
(Very Poor). Respondents were asked to record the average number ofloose stools they
had per day in the last week and the number of incontinence episodes they experienced
within the last week. In addition, participants were asked to rate their appetite on a 4point Likert scale from 1 (healthy) to 4 (very poor).

Violation of Beliefs and Goals (Discrepancy between appraised and global meaning)
According to the meaning making model of coping (Park, 2005) when people
encounter a potentially stressful event (e.g., IBD) they appraise the meaning of the event
(i.e., "What does this mean? Why did this happen?"). They, then, determine the extent to
which this appraised meaning violates, or is discrepant with, their global meaning system.
The global meaning system includes one's global beliefs and goals. In order to measure
perceived violation of beliefs and goals, items were adapted from the Stressful Event
Appraisal Scale (Park & Folkman, 2005; See Appendix B). Beliefviolation was assessed
with 10 questions with the following stem, "To what extent does having IBD conflict
with your ... " The scale included items rating the violation of such beliefs as the world is
fair and just, life is basically good, and things happen for a reason (a = .88). Participants
rated violation of each belief from 1 (not at all) to 4 (very much); scale score ranges from
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10 to 40. Goal violation was assessed by asking participants to rate how much IBD
interferes with their ability to accomplish each of 11 different goals or desired states (a =
.91). These included financial security, inner peace, and intimacy. Participants rated
violation of each goal/state from 1 (not at all) to 4 (very much); scale score ranges from
11 to 44.

Distress
According to Park and Folkman (1997), the extent to which one's beliefs and
goals are violated determines the level of distress that an event causes. In other words, the
greater the discrepancy between one's appraised meaning ofIBD and one's beliefs and
goals, the greater psychological distress a person experiences. The Impact of Events
Scale (IES; Horowitz, Wilner, & Alvarez, 1979) is a commonly used measure of distress
and was selected for the present study. It consists of 15 items with two subscales. Each
item was reworded to ensure that respondents focused on IBD-related thoughts and
behaviors. Also, in the original scale, each item is rated in terms of frequency from 0 (not
at all) to 4 (extremely). For the present study, the scaling was changed to 1 (not at all) to
5 (extremely) to accommodate the format of the web-based design. The Intrusive
Thoughts sub scale contains 7 items measuring the extent to which a respondent
experiences unbidden thoughts, memories or images (a = .89); subscale scores may range
from 7 to 35. The Avoidance sub scale contains 8 items measuring the extent to which a
respondent attempts to avoid reminders of the stressful event or to dull their emotions
related to it (a = .82); subscale scores may range from 8 to 40.
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Meaning Making Coping
Meaning making is considered to be an attempt to alleviate the psychological
distress that results from the violation of beliefs and goals. In this way, meaning making
is an effort to bring global and situational (appraised) meaning into alignment (Park,
2008). Meaning making is a fairly new construct in psychological research; therefore, no
validated instruments currently exist for its measurement. Numerous iterations of the
construct also make it difficult to assess. Meaning making has not only been described as
an automatic process involving intrusive, ruminative thinking, but also as a more
deliberate cognitive process. Regardless, meaning making is understood as a process
geared toward creating a more integrated understanding of a particular event or situation.
For the purposes of this study, meaning making is conceptualized and measured as a
deliberate process.
Deliberate meaning making efforts were assessed with the positive
reinterpretation, religious coping, and emotional processing subscales of the Brief COPE
(Carver, 1997). These subscales have been used as a measure of meaning making by
other researchers (Folkman, 1997; Park, 2005; Park, 2008; Park et aI., 2008). Participants
were asked to rate the extent to which they used each of these coping activities in
response to IBD from 1 (not at all) to 4 (a lot). Each subscale consisted of two items;
therefore, the scores may range from 2 to 8. Positive reinterpretation is a very common,
and adaptive, coping response (Aldwin, 2006) that involves construing the situation in a
positive way and identifying the benefits that may follow from a stressful encounter
(Carver et aI., 1989). The positive reinterpretation subscale consists of two items
pertaining to attempts to see the stressful situation in a less distressing way (e.g., "I look
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for something good in what is happening") (a = .79). The religious coping subscale
consists oftwo items relating to efforts to deal with one's disease through religion or
faith (e.g., "I pray or meditate") (a = .90). The emotional processing subscale consists of
two items pertaining to attempting to understand one's emotional reactions to the event
(e.g., "I take time to figure out what I'm really feeling) (a = .81).
According to Park and Folkman (1997), meaning making is assumed to lead to
changes in situational meaning, changes in global meaning, or both. Information
regarding such possible changes was gathered from with the use of the following prompt:
"A stressful life event, such as the experience of IBD, can sometimes
conflict with your beliefs about the world and/or goals you have. Take a
minute to reflect on any conflicts or contradictions you might have noticed
between what your IBD has meant to you and your beliefs about the
world, as well as any goals you had. In what ways, if any, have you
changed how you see your IBD? Have you changed your goals? Have you
changed how you see the world?"
Qualitative coding techniques were used to categorize participants' responses in
terms of their meaning making efforts. The qualitative responses were evaluated to
determine the ways in which individuals have made meaning from their experience of
IBD. Specifically, each open-ended response was reviewed and coded for evidence of no
reported change in either situation or global meaning, changes in situational meaning,
changes in global meaning (beliefs and/or goals), or changes in both situational and
global meaning. All ofthe participants' responses were evaluated by the lead
investigator. Check-coding (Miles & Huberman, 1994) was used with a random sampling
of 10 responses being reviewed by a psychology graduate student. Initially, an intercoder
reliability of 70% was obtained using the formula (Miles & Huberman):
Reliability =

number of agreements
total number of agreements + disagreements
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Discrepancies were resolved through discussion between the lead
investigator and graduate student volunteer. A second round of check-coding was
completed using 10 randomly chosen responses and resulted in an intercoder
reliability of 80% was obtained.

Stress-Related Growth
Stress-related growth was measured with the Stress-Related Growth Scale-short
form (SRGS-sf, Park et aI., 1996)]. The SRGS-sf was selected as a specific measure of
adjustment, and it asks participants to evaluate 15 positive changes that they may have
experienced as a result of their IBD (e.g., "I have learned to find more meaning in life",
"I have learned to be nicer to others"). In the original scale, each item is rated from 0 (not
at all) to 2 (a great deal). For the present study, the scaling was changed to 1 (not at all) to
3 (a great deal) to accommodate the format of the web-based design (a = .91). Scale
scores may range from 15 to 45.
Statistical Analyses
Descriptive statistics were used to summarize the socio-demographic, diseaserelated and key model variables (i.e., discrepancy, distress, meaning making, stressrelated growth). The hypotheses associated with Research Question 1 (associations
between sociodemographic or disease-related variables and meaning making) were tested
using multiple linear regression and Spearman Rho correlation procedures. The
hypotheses associated with Research Question 2 (the association between
sociodemographic variables and stress-related growth) were also tested using multiple
linear regression and Spearman Rho correlation procedures. The hypotheses associated
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with Research Question 3 (the meaning making model of coping) were tested using
structural equation modeling. Data analysis was conducted with the Statistical Package
for the Social Sciences (SPSS) version 17.0 (SPSS, Inc. Chicago, IL) and Analysis of
Moment Structures (AMOS) version 17.0 (Arbuckle, 2006).
Structural equation modeling (SEM) is an a priori method, driven by the
hypothesized relationships in a given set of data. Simultaneous analysis of the entire
model determines the extent of compatibility of the model with the data. It was selected
as the statistical methodology for the current study because of its advantages over
regression modeling, including its more flexible assumptions (particularly allowing
interpretation even in the face of multicollinearity), use of confirmatory factor analysis to
reduce measurement error by having multiple indicators per latent variable, better model
visualization through its graphical modeling interface, the desirability of testing models
overall rather than coefficients individually, the ability to test models with multiple
dependent variables, and the desirability of its strategy of comparing alternative models
to assess relative model fit (Gordon, 2008).
SEM consists of two main parts: the measurement or confirmatory model, which
represents a set of p observed variables as indicators of a smaller set of latent variables,
and the path model, which depicts relations of dependency between latent variables
(McDonald & Ho, 2002). Latent variable SEM combines a confirmatory factor analysis
(CFA) of the constructs involved in the research study and a path analysis of the
relationships among the constructs. This two-step approach has been recommended by
Anderson and Gerbing (1988) because it allows the researcher to evaluate the factor
loadings and measurement errors of observed variables and distinguish problems of
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imprecise measurement from problems related to misspecification of the theoretical
model (Musil, Jones, & Warner, 1998). A good-fitting confirmatory model should
precede specification of the structural model.
In SEM with latent variables, error variances (denoted by 'e') represent the
measurement error for all observed variables. Disturbances (denoted by 'D') represent
variances due to all other influences on the latent variables other than those shown in the
model (Keith, 2005). Because latent variables have no set scale, one ofthe factor
loadings of each latent variable is set to a value of 1.00. In effect, this sets the scale of the
latent variable to match the scale of that particular indicator. Likewise, the scale for each
error variance is set to the scale of its corresponding variable by setting the path to a
value of 1.00 (Phillips & Stuifbergen, 2009).
In order to test how well the data from the current study fit the proposed
theoretical model for meaning making, analyses with the maximum likelihood method
were performed using AMOS 17.0. SEM programs, such as AMOS, derive fit statistics
from comparisons between the actual correlation matrix and the implied correlation
matrix (which is created by using the solved path model based on the actual correlation
2
matrix). The X goodness-of-fit test statistic determines if the actual and implied matrices
are statistically different from one another (Keith, 2005). Therefore, the researcher hopes
for a non-significant X2 as that indicates that the model and the data are consistent with
each other. The

i

statistic is influenced by sample size. Specifically very large samples

may result in a statistically significant

i. Therefore, it has been recommended that

additional goodness-of-fit statistics be utilized that are less sensitive to sample size
(Boomsma, 2000). In the current study X2 was complemented by x2/degrees of freedom
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ratio. Statistically non-significant values of

i

i

and values of /df that are close to 1 or

smaller indicate a good fit of the model to the data.
The root mean square error of approximation (RMSEA; Steiger & Lind, 1980)
was calculated as a measure of the discrepancy between the empirical data and the
implied model (Kline, 2005). A RMSEA value < .06 conventionally indicates good
model fit (Hu & Bentler, 1999) with a value of 0 indicating a perfect fit. RMSEA values
ranging from. 06 to .10 indicate mediocre fit and those greater than .10 indicate poor fit
(Byrne,2001). Additional relative indices were included to compare the fit of the
existing model with that of the independence model (null model) which assumes that all
variables are uncorrelated (Kline, 2005). Three such indices are the normed fit index
(NFl; Bentler & Bonett, 1980), incremental index of fit (lFI; Bollen, 1989) and
comparative fit index (CFI; Bentler, 1990). While a full explanation of these indices and
their limitations is beyond the scope of this article, a short description is relevant. NFl,
IFI, and CFI values greater than .90 indicate acceptable model fit while values greater
than .95 are good/excellent (Hu & Bentler, 1999).
In addition to evaluating the model as a whole, the fit of the individual parameters
was assessed. The magnitude and direction of the standardized path coefficients were
checked to see if they were consistent with the hypotheses. The statistical significance (p
< .05) of each of the parameters was assessed and reported (Byrne, 2001). Reporting
SEM results varies widely among researchers, but standard reporting conventions
deVeloped by the American Psychological Association (2001) and by McDonald and Ho
(2002) have been followed here.
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CHAPTER 3
RESULTS
Included in this section are the demographic descriptions of the sample, statistical
descriptions of each variable, and statistical analyses for each of the research questions
and respective hypotheses.
Descriptive Statistics
Sociodemographic Variables

There were a total of 229 participants in the sample. The mean age of the sample
was 28.83 years (SD = 8.65). A frequency distribution for age can be viewed in Figure 4.
There was sufficient diversity in age, which ranged from 18 to 60 years of age. Crohn's
Disease (CD) typically affects those aged 15-35, while Ulcerative Colitis (UC) tends to
strike those in their mid-30's (Crohn's and Colitis Foundation of America [CCFA], 2009,
"How common is IBD?"; 2008, "How common is IBD and Ulcerative Colitis"). In the
current sample, however, there was no significant difference in the mean age of each
disease group. The mean age of those with Crohn's Disease was 28.76 (SD = 8.88); the
mean age of those with Ulcerative Colitis was 29.13 (SD = 7.93), just slightly below the
usual age of onset. The current sample was generally younger than those obtained by
other IBD studies as well (Casellas et aI., 2001; Larsson et aI., 2008; Sewitch et aI.,
2001). This is likely related to the fact that data were collected via the Internet. Studies
have confirmed that younger people (18 to 44 year olds) account for the majority (53%)
of the total number ofIntemet users (Jones & Fox, 2009).
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Frequencies and percentages for gender and education level are displayed below
in Table 1. The female to male ratio was nearly three to one (69.4% and 24.9%,
respectively); however, in the general lBD population, males and females are affected
equally. Keeping in mind that participants in the current sample were recruited from
online support group, obtaining a sample than is primarily female may be due to gender
differences in coping. Specifically, research has shown women are more likely to seek
social support than are men (Miller & Kirsch, 1987). Gender differences may also playa
role in terms of females being more likely to participate in a research study. Other lBD
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studies report samples that are predominantly female (Sewitch et al., 2001; Smolen &
Topp, 1998).
Table I

Frequencies and Percentages for Gender and Education Level (N = 229)
Frequency

Percentage

Female

161

70.3

Male

61

26.6

Some H.S.

II

4.8

H.S. Diploma/GED

25

10.9

Some college

76

33.2

Technical!Associates Degree

34

13.1

Bachelor's Degree

44

19.2

Some Graduate School

15

6.6

Master's Degree

19

8.3

Doctorate

7

3.1

Variable
Gender

Education Level

Note. H.S. = High School; GED = General Education Degree

The U.S. Census Bureau (2000) reports that 24.4% of the population has a
bachelor's degree or higher. In the current sample, 37% ofthe participants reported at
least a bachelor's degree. Again, this is likely reflective ofthe Internet-based data
collection procedure. Research studies have reported greater levels of awareness about
the Internet among those with higher educational status (Kommalage, 2009).
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Additionally, a survey conducted by the Pew Internet & American Life Project (2008)
found that 95% of people who have a college education use the Internet as opposed to
35% of people with less than a high school education.
Data was also collected on race/ethnicity and employment status. Frequencies and
percentages for race/ethnicity are displayed in Table 2.
Table 2

Frequencies and Percentages for Race/Ethnicity
Frequency

Percentage

Caucasian

199

86.9

European

13

5.7

African-American

4

1.7

Variable
Race/Ethnicity

South Asian

.4

Middle Eastern

2

.9

Hispanic-American

2

.9

Central/South American

.4

Native American

.4

Other

3

1.3

The sample was predominantly white (92.6%). A large representation of whites is
not uncommon in IBD research as IBD has traditionally been seen as a disease mainly
affecting this group of individuals (prevalence rate of 149 per 100,000). There has been a
steady increase in reported cases for both forms of IBD among African Americans. The
prevalence rates among Hispanics and Asians are lower than those for both whites and
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African Americans. Even more striking is the fact that American Jews of European
descent are four to five times more likely to develop IBD than the general population
(CCF A, 2009c, "Race and Ethnicity"). Participants in the current study self-identified
their race/ethnicity and it is not known under which category Jewish individuals placed
themselves. Although research suggests that IBD affects certain ethnic groups more than
others, this issue was not analyzed in the current study due to the lack of representation
from various racial/ethnicity categories. This lack of diversity also prohibited the
comparison of key constructs (e.g., meaning making, stress-related growth) across
racial/ethnic groups.
A plurality of the sample (41.7%) was employed full-time; while 53 (23.8%) were
employed part-time. Notably, approximately 33% were unemployed or disabled. These
numbers are slightly below those of some other IBD studies (Rhodes, 2006) and
comparable to others (Larsson et aI., 2008).
IBD Variables
Frequencies and percentages of the discrete IBD-related variables are displayed in
Table 3. The means and standard deviations for the continuous IBD-related variables are
displayed in Table 4. Duration of illness (i.e., time since diagnosis) ranged from one
month to 312 months (26 years). The mean time since diagnosis for the current sample
was 82.03 months, or 6.8 years. This length oftime is consistent with those reported by
other studies with IBD patients (de Rooy et aI., 2001; Moreno-Jimenez, Lopez Blanco,
Rodriguez-Munoz, & Garrosa Hernandez, 2007; Sewitch et aI., 2001). A frequency
distribution for time since diagnosis is displayed in Figure 5.
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The majority ofthe sample (71.7%) was diagnosed with CD, while 22.6% were
diagnosed with UC. The ratio of CD to UC in the current sample is higher than that
occurring in the general population; within the estimated 1 million Americans who have
IBD, the numbers are generally equally split between CD and UC. Nevertheless, other
studies have reported similar distributions (Smolen & Top, 1998). The majority of the
sample (57.7%) reported that their disease was currently active; 38.8% reported their
disease as currently in remission.
Table 3

Frequencies and Percentages for Discrete lBD Variables (N = 229)
Frequency

Percentage

Crohn's Disease

172

77.5

Ulcerative Colitis

50

21.8

Disability income

38

17.0

No disability income

183

82.1

Variable
Diagnosis

Disability
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Table 4

Means and Standard Deviationsfor Continuous IBD Variables
Variable

N

Mean

SD

Time since diagnosis a

197

82.03

72.92

Number of hospitalizations

195

2.24

2.95

Number of surgeries

214

1.07

1.85

Disease severityb

224

10.86

6.62

Time in months. bDisease severity minimum = 3; higher
numbers indicate worse symptomology.

a

Time since Diagnosis (mo.)

Mean =82.03
Std. Dev. =72.922
N=191

0.00

100.00

200.00

300.00

400.00

Time since Diagnosis (mo.)

Figure 5. Frequency distribution for time since diagnosis (in months).
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Discrepancy Variables
Park and Folkman (1997) propose that meaning making occurs whenever people
appraise an event in a way that it is discrepant with their global meaning, which includes
both beliefs and goals. Discrepancy is a latent variable within the tested model that is
made up of beliefs violation and goals violation (observed variables). The mean scale
score for beliefs violation in this sample was 19.36 (SD = 7.43). The mean item ratings
for this scale are displayed in Table 5. The mean scale score for goals violation was 27.55
(SD = 8.55). The mean item ratings for this scale are displayed in Table 6.
Table 5
Mean Item Ratings and Standard Deviations for Beliefs Violation
Mean

SD

World as fair/just

2.12

.97

Self in control

2.76

1.00

Others in control

2.20

.95

God in control

1.85

1.11

Purposeful God

1.85

1.13

Loving/merciful God

1.83

1.12

Angry/vengeful God

1.48

.87

Things happen for a reason

2.05

1.09

Understanding life

2.08

1.00

Life is basically good

2.16

1.01

Global Belief

Note. Range is 1 to 4.
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Table 6
Mean Item Ratings and Standard Deviations for Goals Violation

Global Goal

Mean

SD

Companionship

2.48

1.05

Social Support and Community

2.26

1.07

Spirituality

1.69

.95

Self-acceptance

2.43

1.09

Physical Health

3.26

.86

Inner Peace

2.57

1.07

Financial Security

2.70

1.18

Career Achievement

2.75

1.14

Creative/Artistic Accomplishment

2.12

1.15

Athletic AccomplishmentlFitness

2.94

.96

Intimacy

2.62

1.09

Note. Range is 1 to 4.

Distress Variables

To the extent that beliefs and goals are discrepant with the appraised meaning of
IBD, people will experience distress (Park, 2008; Tait & Silver, 1989). This distress is
seen as a motivator of change and a crucial part of the meaning making process. In the
tested model, distress is a latent variable that consists of the observed variables of
avoidance and intrusive thoughts. The mean subscale score for avoidance was 17.43 (SD
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= 6.53); range is 7 to 35. The mean subscale score for intrusive thoughts was 17.21 (SD =
7.20); range is 8 to 40.
Meaning Making Variables

Meaning making in the tested model is a latent variable consisting of three
measures of coping--positive reframing, religious coping, and emotional processing. The
means and standard deviations of these meaning making subscales from the Brief COPE
(Carver, 1997) are displayed in Table 7. Meaning making was also measured via
qualitative data. Participants' responses to open-ended questions were reviewed for
evidence of no change in either situational or global meaning (coded as '0'), changes in
situational meaning (' 1'), changes in global meaning (either beliefs and/or goals; '2'), or
changes in both situational and global meaning ('3'). The frequencies and percentages for
these reports of meaning making are displayed in Table 8.
Table 7
Mean and Standard Deviationsfor Meaning Making Coping Variables
N

Mean

SD

Positive Reframing

195

5.00

1.71

Religious Coping

193

4.41

2.17

Emotional Processing

193

5.05

1.38

Variable

Note. Range is 2 to 8.
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Table 8
Frequencies and Percentages for Coded Meaning Making Efforts (N = 134)
Reported Meaning Making

Frequency

Percentage

No change

45

20.2

Changed Situational Meaning

21

9.4

Changed Global Meaning

57

25.6

Changed Both

11

4.9

Stress-Related Growth
Self-reported levels of stress-related growth were measured by the Stress-Related
Growth Scale--short form (SRGS-sf, Park et ai., 1996). The mean score for the present
sample was 33.26 (SD = 7.74). The mean-item ratings for 15-item SRGS-sfare presented
in Table 9.
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Table 9
Mean Item Ratings and Standard Deviations for Stress-Related Growth (SRG)

AreaofSRG

Mean

SD

Being nicer to others

2.23

.64

Being freer to make my own decisions

1.99

.79

Learning something of value

2.32

.73

Being myself

2.34

.73

Working through problems

2.38

.64

Finding more meaning in life

2.32

.74

Learning to reach out/help others

2.25

.75

Being a more confident person

1.95

.80

Listening more carefully to others

2.17

.71

Being open to new information/ideas

2.32

.70

Communicating more honestly

2.26

.70

Wanting to have an impact on the world

2.21

.78

Learning it's ok to ask for help

2.22

.67

Standing up for my personal rights

2.35

.73

Finding out that people care for me

2.30

.76

Note. Range is 1 to 3.
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Research Question 1
Are there sociodemographic variables that predict meaning making in individuals
diagnosed with IBD?
Hypothesis 1a: After controlling for the effects of time since diagnosis, age will be

negatively associated with meaning making.
Time since diagnosis was controlled for in order to isolate the relationship
between age and meaning making coping. Theoretically, the longer a person lives with
IBD the more likely he or she is to have made meaning, thereby reducing the use of
meaning making coping. Additionally, it has been suggested that younger adults may
have a greater need to make meaning out of their illness experience as a result of greater
disruption (i.e., the violation of beliefs and goals)(Bower et aI., 2005; Park et aI., 2008;
Vickberg, 2003). Controlling for time since diagnosis allows for a more clear
examination of this suggestion. Multiple linear regression procedures were used to
determine whether age was associated with meaning making, after controlling for the
effects of time since diagnosis. Results of these procedures indicate that age was not
significantly associated with positive reframing
.15,p = .11), or emotional processing

(~=

(~

= -.10, p = .29), religious coping (~ =

-.OO,p = .99).

Hypothesis 1b: Females will exhibit greater levels of meaning making than males.

The means and standard deviations for meaning making variables across gender
groups are displayed in Table 10. Spearman Rho correlation procedures were conducted
to assess the relationship between gender and the three indicators of meaning making.
The findings suggest that gender was significantly related to emotional processing (r = .I8,p = .01) and religious coping (r = -.21,p < .001). Females were coded as '1', and
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males were coded as '2'; therefore negative coefficients represent the tendency for
females to report higher levels of both emotional processing and religious coping. Gender
was not significantly related to the use of positive reframing (r = -.04,p = .43).
Table 10

Means and Standard Deviations/or Meaning Making Variables across Genders
Variable

Females

Males

Mean

SD

Mean

SD

Positive Reframing

5.04

1.66

4.88

1.54

Religious Coping ***

4.69

2.16

3.72

2.06

Emotional Processing"

5.21

1.29

4.67

1.54

Note. Range is 2 to 8.
*p < .05. **p < .01. ***p < .001

Hypothesis 1c: Level of education will not be associated with meaning making.
The means and standard deviations for meaning making variables for all
education levels are displayed in Table 11. Spearman Rho procedures were conducted to
assess the relationship between level of education and the three indicators of meaning
making. The findings suggest that education was not significantly related to positive
reframing (r = -.02,p = .18), religious coping (r = .07,p = .37), or emotional processing
(r = .10,p = .80).
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Table 11

Means and Standard Deviations o/Meaning Making Coping Variables/or All Education
Levels (N = 188)
Positive Reframing
Education Level

Religious Coping

Emotional Processing

Mean

SO

Mean

SO

Mean

SO

Some H.S.

4.38

1.19

3.25

1.83

4.63

.92

H.S. Diploma/GED

5.11

1.59

4.42

2.29

5.16

1.12

Some College

4.93

1.83

4.35

2.19

5.19

1.33

Associate's Degree

5.04

1.45

5.22

2.26

5.00

1.36

Bachelor's Degree

4.85

1.68

4.06

1.98

5.00

1.41

Some Graduate School

5.67

1.78

3.92

1.93

4.58

1.31

Master's Degree

5.07

2.22

4.67

2.41

5.07

1.75

Doctorate

6.00

1.58

5.8

1.64

5.60

1.52

Note. H.S. = High School; GED = General Educational Development. Range is 2 to 8.

Summary
The preceding results provide only minimal support for the study's first set of
hypotheses. Neither age nor education level were significant predictors of meaning
making coping behaviors. Gender was the only sociodemographic variable that
significantly predicted meaning making coping behavior. Specifically, females exhibited
higher levels of both emotional processing and religious coping.
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Research Question 2
Are there sociodemographic variables that predict stress-related growth in individuals
diagnosed with IBD?
Hypothesis 2a: After controlling for the effects of time since diagnosis, age will be

negatively associated with SRG.
The effects of time since diagnosis were controlled for here for reasons similar to
those related to meaning making. Specifically, younger adults may experience greater
disruption (of beliefs and goals) as a result of their illness (Bower et aI., 2005; Park et aI.,
2008; Vickberg, 2003) which increases the likelihood of their experiencing growth.
Controlling for time since diagnosis allows for a clearer examination of the relationship
between age and growth. Multiple linear regression procedures were conducted to
determine whether age was correlated with stress-related growth, after controlling for the
effects of time since diagnosis. The findings indicate that age was not significantly
related to stress-related growth (fJ = -.13,p = .18).
Hypothesis 2b: Females will report greater levels of SRG.

The mean level ofSRG reported by females was 33.73 (SD = 7.37); males
reported a mean SRG level of 31.88 (SD = 8.65). Spearman Rho correlation procedures
were conducted to assess the relationship between gender and SRG. The findings suggest
that gender was not significantly related to SRG (r = -.09, p = .25).
Hypothesis 2c: Level of education will not be related to SRG.

The means and standard deviations for stress-related growth across educational
levels are presented in Table 12. A Spearman Rho correlation procedure was performed
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to assess the relationship between level of education and SRG. The findings suggest that
level of education was not significantly related to stress-related growth (r

= .03,p = .76).

Table 12

Means and Standard Deviations ofStress-Related Growthfor All Education Levels
(N = 172)
Education Level

Mean

SD

Some H.S.

31.57

8.02

H.S. Diploma/GED

30.81

9.99

Some College

33.67

7.73

Associate's Degree

35.17

7.34

Bachelor's Degree

32.16

5.44

Some Graduate School

33.75

7.16

Master's Degree

32.08

8.75

Doctorate

36.40

11.39

Note. H.S. = High School; GED = General Educational
Development. Range is 15 to 45.

Summary
The preceding results show no support for the study's second set of hypotheses.
None of the sociodemographic variables (age, gender, education level) were predictive of
perceived stress-related growth.

84

Research Question 3
Does the meaning making model of coping apply to individuals with IBD?

Hypothesis 3a: Individuals with IBD will experience a discrepancy in their beliefs and
goals.

Hypothesis 3b: When individuals with IBD experience a discrepancy in their beliefs and
goals, they will be distressed.

Hypothesis 3c: Individuals with IBD who are distressed will then engage in meaning
making behavior.

Hypothesis 4c: Individuals with IBD who engage in meaning making behavior will
experience growth.

Intercorrelations Between Indicator Variables
Bivariate correlations were calculated to examine intercorrelations among the
indicator variables specified in the proposed measurement model; these values are
presented in Table 13. Overall, there was a good deal of intercorrelations among the
indicator variables for IBD (i.e., time since diagnosis, number of hospitalizations and
surgeries, and disease severity). For example, time since diagnosis was significantly
correlated with both number of hospitalizations (r = .47,p < .01) and surgeries (r = .39,p

< .01). This relationship is not surprising as the longer a person lives with IBD, the more
likely he or she is to have been hospitalized or require surgery.
Also, disease severity had significant positive relationships with both measures of
discrepancy (beliefs violation, r

= .18,p < .01; goals violation, r = AO,p < .01), as well

as both measures of distress (intrusive thoughts, r = .30,p < .01; avoidance, r = .26,p <
.01).
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There were significant positive relationships between the discrepancy measures
(beliefs and goals violations) and distress measures (intrusive thoughts and avoidance), a
finding consistent with the assumptions of the meaning making model of coping (Park &
Folkman, 1997, Park, 2005). In contrast to the tenets of the meaning making model of
coping, however, distress measures were not significantly correlated with any ofthe
measured meaning making efforts. The two measures of distress (intrusive thoughts and
avoidance) were significantly correlated with each other (r = .50, p > .01).
The measured meaning making coping efforts were inconsistently related to one
another. Positive reframing was significantly positively correlated with each of the
meaning making coping (religious coping, r = .34,p < .01; emotional processing, r = .29,

p < .01; coded meaning making, r

=

.18,p < .05). Religious coping was significantly

correlated with emotional processing (r = .15, p < .05) but not coded meaning making (r
=

-.03,p = .70). Emotional processing was significantly correlated with coded meaning

making (r = .24,p < .01). Notably, all of the scaled meaning making coping efforts were
significantly positively associated with stress-related growth (positive reframing, r = .39,

p < .01; religious coping, r = .30,p < .01; emotional processing, r = .28,p < .01).
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Table 13

Intercorrelations Between Indicator Variables in the Proposed Mea.>W'ement Model
Vari able
1. Time since
Diagnosis

2. No,lhosp,
3, No/surg,
4, Disease
Severity
5, Belief
Violation

2
.47**

11

12

0.10

0.04

-.09

-04

14

,02

,02

-,06

,01

-,18

-,00

.02

-00

-02

-,14

-04

.07

00

,18** .40**

,30**

26**

,03

-,04

,02

,09

,04

.43**

.28**

30** .04

12

,17*

,14

,07

,60**

,33**

-,13

-08

,02

.15

-,05

,50** -.07

,06

,08

.11

-,00

,10

,02

-,00

-06

.02

,18*

39**

-03

30**

24**

28**

5

6

7

8

.39** .09

-.02

-.02

-.11

-os

,57** ,15*

-,01

,08

,03

-03

-03

,08

13

10

4

3

6. Goal
Violation

7, Intrusive
Thoughts
8. Avoidance

9

9, positive
Reframing

.34** ,29**

10. Religious
Coping

15*

11. Emotional
Processing
12 MeaningMaking

,15

13 Stressrelated
growth

Note. N olhosp = number of hosp ita liz ati on s, N o/surg = numb er of surgeries
*p <, OS, **p <,01.
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Confirmatory Factor Analysis
The proposed measurement model and its parameters are shown in Figure 6. The
model fit statistics and indices are summarized in Table 14. Results of the confirmatory
factor analysis indicate that the model did not fit the data well. The ratio between X2
(122.52) and the degrees of freedom (56) is 2.19 (p = .000), suggesting that the
hypothesis bearing on meaning making coping, as summarized in the model, represents
an unlikely event and should be rejected.
Additionally, the values of the other goodness-of-fit indices did not reach
acceptable levels (See Table 14). The NFl, IFI, and CFI values were all below .90.
Further, the RMSEA was only mediocre.
Table 14
Chi-square Statistic and Goodness of Fit Indices for the Proposed Measurement Model
Proposed Model

Index
Chi-square (X2)

122.52**

Degrees of Freedom (df)

56

Chi -square/df

2.19

Normative Fit Index (NFl)

0.76

Incremental Fit Index (IFI)

0.86

Comparative Fit Index (CFI)

0.84

Root Mean Squared Error (RMSEA)

0.07

**p < .001.
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Not all of the indicator variables loaded significantly onto their respective latent
constructs. As in Kline (2005), a revised measurement model was tested and excluded the
statistically non-significant indicator variables, Disease Severity and Meaning. Even after
the deletion of these variables, their respective latent constructs had three indicator
variables. The revised measurement model and its parameters are shown in Figure 7. The
model fit statistics and indices are summarized in Table 15. Results ofthe confirmatory
factor analysis indicate that the model did fit the data welL

90

ISO

Discrepancy

Distress
.06

Meaning
Making

Stress-Related

Growth

Figure 7. Revised measurement model for relationships between observed variables and
latent constructs.
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Table 15
Chi-square Statistic and Goodness of Fit Indices for Revised Measurement Model
Revised Model

Index

56.31 *

Chi-square (X2)

36

Degrees of Freedom (df)
Chi -square/df

1.56

Normative Fit Index (NFl)

0.87

Incremental Fit Index (lFI)

0.95

Comparative Fit Index (CFI)

0.95

Root Mean Squared Error (RMSEA)

0.05

*p < .05.

The values ofthe goodness-of-fit indices were acceptable. The ratio ofthe chisquare to the degrees of freedom was below 3 and the IFI and CFI values were above .90.
Only the IF! value was below .90. Further, the RMSEA was acceptable. As shown in
Table 16, all the indicator variables significantly loaded onto their respective latent
constructs.
The final model consisted of only significant paths and was, therefore, a more
parsimonious model. Additionally, a chi-square difference test was conducted to compare
the fit of the revised (final) model with the proposed (hypothesized) model. The change
in chi-square was 66.21 (122.52 - 56.31); the change in dfwas 20 (56 - 36), indicating
that the proposed model fits the data significantly worse than the revised model.
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Table 16

Maximum Likelihood Estimatesfor Indicator Variables in the Revised Measurement
Model
B

S.E.

Beta

C.R.

Sig.

Number of Hospitalizations

1.00

Fixed

.93

Fixed

Fixed

Number of Surgeries

.42

.07

.65

6.30

.00

Time Since Diagnosis

14.40

2.46

.56

5.85

.00

Beliefs

.39

.06

.44

6.86

.00

Goals

1.00

Fixed

.99

Fixed

Fixed

Thoughts

1.00

Fixed

.93

Fixed

Fixed

Avoidance

.52

.10

.54

5.42

.000

Positive Reframing

1.00

Fixed

.66

Fixed

Fixed

Religious Coping

.94

.21

.49

4.41

.000

Emotional Processing

.50

.13

.41

3.96

.00

Path
IBD to:

Discrepancy to:

Distress to:

Meaning Making to:

Note. Paths of the indicator variable with the higher standardized loading were fixed at
1.00

As can be gleaned from Figure 7 and the findings in Table 17, not all of the
correlations between constructs were statistically significant. IBD was not significantly
correlated with any other latent constructs in the model (all p's > .46). Discrepancy was
significantly positively correlated with Distress (r = .66,p < .01). Distress was not
93

significantly correlated with any of the other latent constructs. Meaning making was
significantly positively correlated with only Stress-Related Growth (r = .60, p < .01).
Table 17
Correlations between Constructs
R

C.R.

Sig.

Discrepancy

.06

.71

.48

Distress

-.03

-.32

.75

Meaning Making

-.01

-.08

.94

Stress-Related Growth

.06

.74

.46

.66**

7.14

.00

Meaning Making

-.15

-1.56

.12

Stress-Related Growth

.02

-.53

.59

Meaning Making

.02

.22

.83

Stress-Related Growth

-.00

-.02

.99

.60**

6.02

.00

Relationship
IBD and:

Discrepancy and:
Distress

Distress and:

Meaning Making and:
Stress-Related Growth
*p < .05. **p < .01.
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Structural Model

The proposed structural model and its parameters are shown in Figure 9. The
model fit statistics and indices are summarized in Table 18. The findings indicate that the
data fit the model well. The ratio of the chi-square to the degrees of freedom was below 3
and the IFI and CFI values were above .90. Only the NFl value was below .90. The
RMSEA was acceptable at .05.
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Figure 8. Structural Model
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Table 18

Chi-square Statistic and Goodness of Fit Indices for the Structural Model
Index

Proposed Model
61.88*

Chi-square (X2)
Degrees of Freedom (df)

41

Chi -square/df

1.51

Normative Fit Index (NFl)

0.86

Incremental Fit Index (IF I)

0.95

Comparative Fit Index (CFI)

0.94

Root Mean Squared Error (RMSEA)

0.05

*p < .05.

Not all the path coefficients were statistically significant, however, providing only
partial support for the hypotheses generated from Research Question 3. The path
coefficient between IBD and Discrepancy (Beta = .052, p = .518) was not statistically
significant. Accordingly, Hypothesis 3a was not supported by the data. The path
coefficient between Discrepancy and Distress (Beta = .688, p < .001) was statistically
significant. Thus, Hypothesis 3b was supported by the data; the greater the discrepancy
between global meaning (global beliefs and goals) and one's appraised meaning ofIBD,
the higher the distress. The path coefficient between Distress and Meaning Making,
however, was also not statistically significant (Beta

= -.012,p = .904). Therefore,

Hypothesis 3c was not supported by the data. The path coefficient between Meaning
Making and Stress-Related Growth (Beta = .598, p < .001) was statistically significant.
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Thus, Hypothesis 3d was supported by the data; greater meaning making efforts from
individuals with lBD predict higher levels of stress-related growth.
Table 19

Maximum Likelihood Estimates for Hypothesized Paths
B

S.E.

Beta

C.R.

Sig.

IBD to Discrepancy

.15

.23

.05

.65

.52

Discrepancy to Distress

-.58

.12

.69**

4.94

.00

Distress to Meaning Making

-.00

.02

-.01

-.12

.90

Meaning Making to Stress-Related Growth

4.00

.90

.60**

4.46

.00

Path

*p < .05. *p < .01.

Summary
Confirmatory factor analysis was conducted to examine a proposed model of
meaning making coping. All but two indicator variables (disease severity and coded
meaning making) loaded significantly onto their respective latent constructs; however,
the goodness of fit indices revealed that the proposed measurement model did not fit the
data well. Models with fewer parameters are generally preferred in structural equation
modeling; therefore, non-significant paths were trimmed to form a revised measurement
model. Confirmatory factor analysis of the revised measurement model resulted in a good
fit, with all of the indicator variables loading significantly onto their respective latent
constructs.
A test of the structural model revealed that the data fit the model well. However,
there was only partial support for the hypotheses formed from the meaning making model
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of coping (Park & Folkman, 1997). The first hypothesis, that individuals with IBD will
experience a discrepancy in their beliefs and goals, was not supported. The second
hypothesis predicted that individuals who experience discrepancy (i.e., violation of global
beliefs and goals) will report higher levels of distress. This hypothesis was supported by
the data. The third hypothesis predicted that distressed individuals will engage in
meaning making behavior; this hypothesis was not supported by the data. Finally, the last
hypothesis stated that individuals who engage in meaning making behavior will
experience stress-related growth. Although stress-related growth has not been an explicit
outcome associated with previous iterations of the meaning making model of coping (see
Park, 2005; 2008; Park & Folkman, 1997), it is assumed to be a potential adaptive
outcome of the search for meaning (i.e., meaning made; Park et aI., 2008). This
assumption was upheld by the current data.
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CHAPTER 4
DISCUSSION
Purpose of the Study
The overall purpose of this study was to test the assumptions of the meaning
making model of coping using a sample of people diagnosed with IBD. Additional
research questions addressed whether there are specific predictors (i.e., sociodemographic
variables) of meaning making behavior and adjustment outcomes, such as stress-related
growth. This study is an extension of previously conducted basic, descriptive research
(Park, 2008). Although not all of the model's assumptions were upheld by the present
data, they do provide support for the meaning making model. This study'S results may
serve as a springboard for future rigorous research on meaning making.
This study examined 10 hypotheses related to meaning making and stress-related
growth among individuals living with an often debilitating chronic illness, IBD. The first
set of hypotheses under Research Question 1 made predictions about whether specific
sociodemographic variables are related to meaning making behavior. The second set of
hypotheses under Research Question 2 made predictions about whether specific
sociodemographic variable would be related to stress-related growth (SRG) in individuals
diagnosed with IBD. The final four hypotheses, under Research Question 3, were derived
specifically from the meaning making model of coping (Park & Folkman, 1997). Each of
these research questions will be discussed in tum.
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Sociodemographic Variables and Meaning Making Coping
Participants in the current sample engaged in modest amounts of meaning making
coping. Although scores on the meaning making coping subscales of the Brief COPE
(Carver, 1997) range from 2.00 to 8.00, actual reported levels ranged from only 4.41 to
5.05. It is difficult to compare these reported levels of meaning making to other samples
due to the lack of standardized measurement. The few studies that have examined
meaning making through the use of these subscales have used different Likert scaling,
included a different number of items to make up the subscale, or have not reported the
means of the coping subscales (Park, 2005; 2008; Park & Cohen, 1993).
According to the meaning making model of coping (Park & Folkman, 1997),
individuals reduce discrepancies between global meaning and situation meaning by
changing the appraised meaning of a situation., modifying global beliefs and/or goals, or
both. In the current study, participants' qualitative responses were coded for these
meaning making efforts. The largest percentage of the sample (25.6%) reported having
changed aspects of their global meaning (eithe:r beliefs and/or goals) in order to reconcile
discrepancies. Although consistent with the model, this is contrary to other research that
characterizes global meaning as largely stable . Several researchers have suggested that
people are more likely to fit new data into their existing beliefs rather than modify those
belief systems to fit the stimuli (Janoff-Bulman, 1989; Marris, 1986; Park & Blumberg,
2002; Park & Folkman, 1997). In the present sample, only 9.4% of the participants
reported having changed their situational meaning. Therefore, these results indicate that
individuals with IBD are more likely to engage in accommodation than assimilation.
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In line with the previously mentioned use of meaning making coping efforts, a
large percentage of participants (20.2%) reported no change in either global or situational
meaning. Other studies have reported variable percentages of people (29%, O'Dougherty
Wright, Crawford, & Sebastian, 2007; 50%, Silver et aI., 1983) who have not found
meaning in their stressful experience. What is generally not known about these
individuals is whether or not "no meaning" is indicative of unsuccessful attempts at
meaning making or the absence of meaning making efforts.
Age

Hypothesis 1a stated that after controlling for the effects of time since diagnosis,
age would be negatively associated with meaning making. Although it is generally
accepted that coping changes with age, this has been inconsistently shown in the
literature. Additionally, there is considerable debate as to the reason behind such changes.
Several theorists have proposed developmentally-based changes in coping (e.g., Aldwin
& Levenson, 2001) with coping strategies becoming more mature, adequate and

comprehensive as one ages, concurring with general developmental trends (Alumran &
Punamaki, 2008). However, other researchers propose a contextual basis for age-related
differences in coping. In other words, coping depends on the types of stressors
experienced by the individual (McCrae, 1982). For example, Folkman and colleagues
(1987) found that younger adults (approximately 41 years old) were more likely to report
stress related to work and child-rearing than were older adults (approximately 68 years
old). Older adults were more likely to report stress related to health problems. There was
also evidence that older adults perceived their stressors as more refractory. Further
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research is needed to detennine if age-related differences in coping are more closely tied
to the type of stressor experienced or its appraisal.
Few studies have directly examined thl;: relationship between coping style and age
(Richaud de Minzi & Sacchi, 2005; Schnoll, Harlow, Stolbach, & Brandt, 1998) and even
fewer have examined the relationship between meaning making processes and age (Park
et aI., 2008; Scioli et aI., 2000). Correlational analyses in the current study revealed no
relationship between age and meaning making coping behavior; therefore, Hypothesis la
was not supported. Specifically, there were no differences in the reported use of positive
reframing, religious coping, or emotional processing across various age groups. The
finding that there were no age-related ditIerences in meaning making coping suggests
that coping is not driven by developmental changes. Instead, it is more likely that changes
in coping strategies across age groups found in other studies are related to the types of
stressors experienced. In the current study, there was a homogeneous stressor, and
participants reported on their use of coping strategies specific to their IBD. If coping is
more closely tied to the type of stressor, then it is understandable that no differences were
found across age groups in the current sample,
Rowland (1989) proposed that the timing of a stressful event in one's life span,
specifically the diagnosis of a serious illness, can influence coping responses. Although
illness causes some common disruptions throughout various stages of life (independence,
physical ability, interpersonal relationships, etc.), some disruptions may be particularly
salient for certain age groups. For example, young and middle-aged patients may
experience disruptions more in tenns of altered relationships, educational and career
achievement, and physical disability, whereas older patients may feel disruptions more in

103

terms of existential issues (Bower et a!., 2005;. Rowland, 1989; Vickberg, 2003). If the
preceding is true, one would expect differences in the use of meaning making coping
strategies across age groups. Despite its intuitive appeal, however, this assumption has
not been fully tested or consistently demonstrated in the literature. In the current study,
there was no relationship between participants' age and the violation of beliefs and/or
goals (i.e., disruption, discrepancy).

Gender
The second hypothesis (HI b) predicted that females would exhibit greater levels
of meaning making than males; this hypothesis was partially supported. Females within
the current sample reported greater levels of religious coping and emotional processing in
their efforts to cope with IBD; however, there were no significant gender differences
related to the use of positive reframing as a coping strategy.
The current results replicate those of other studies in which women report greater
use of emotion-focused coping strategies (Ninot et a!., 2006). One possible explanation
for this difference relates to gender-specific socialization processes. Females tend to be
socialized to be more emotionally sensitive and to connect with and express their
emotions (Ptacek, Smith, & Zanas, 19(2). Additionally, processing and sharing emotions
may be more socially acceptable for women than men (Stanton, Danotf-Berg, Cameron,
& Ellis, 1(94). The social support literature suggests that women have multifaceted social

networks that provide more emotional and health-related support. Therefore, women are
more likely to mobilize their supports and cope through emotional expression when
dealing with a stressful situation. Men, on the other hand, tend to have more extensive but
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less intense networks (Shumaker & Hill, 1991). This may explain the predominantly
female sample in the current study.
The finding that women reported greater use of religious coping strategies is also
consistent with the results of other coping studies. Park and Cohen (1993) found that
women exhibited higher levels of various religious coping strategies than did men in their
attempts to cope with the death of a friend. Given previously mentioned results
suggesting that women report using a greater number of coping strategies (Scioli et aI.,
2000), higher levels of religious coping may renect a more complete and diverse coping
style on the part of women. These findings lend support to studies in which spirituality is
considered to be a valuable tool for coping with stress related to chronic illness (see
Rowe & Allen, 2004).
Among other populations, researchers have found gender differences in coping,
such as women being more likely to seek social support (Stanton, Tennen, Aft1eck, &
Mendola, 1992) and men being more likely to utilize problem-focused coping strategies
(Miller & Kirsch, 1987). However, these differences have recently been questioned with
regard to IBD. Kinash et al. (1993) found that both men and women were more likely to
use problem-focused, rather than emotion-focused coping strategies in dealing with their
disease. This was true regardless of participants' form ofIBD (CD vs. UC) or disease
severity. There is research to suggest, however, that choice of coping strategy may be
more related to the types of stressful event encountered by men and women rather than
genuine gender differences (Porter & Stone, 1995).
Although Scioli et al. (2000) found that females use a greater number of coping
strategies they found no gender differences in integrative meaning (i.e., meaning related

105

to values, life lessons, transcendent experiences, and relationships). Relatedly, Dirksen
(1995) found no significant correlation between search for meaning and gender. In
contrast to the current study's results, small, but significant, gender differences have been
found in the use of positive reframing as a coping strategy (Park et aI., 2008).
Gender differences in coping may also be due to inconsistencies in the types of
coping strategies assessed. Coping efforts have been traditionally categorized into two
types: problem focused coping, which are efforts aimed at altering the situation or
environment (e.g., direct problem solving); and emotion-focused coping, which involves
efforts to manage or reduce emotional distress (e.g., avoidance; Lazarus & Folkman,
1984). However, findings related to these categories may be misleading because these
broad categories of coping efforts often combine diverse strategies that may actually
operate differently. For example, emotion-focused coping typically has included coping
strategies such as acceptance, which may be an adaptive strategy, as well as denial and
avoidance, which may be maladaptive strategies (Glyshaw, Cohen, & Towbes, 1989).
These strategies may differ not only in their function but also in their association with
outcomes (Armistead, McCombs, Forehand, Wierson, Long, & Fauber, 1990; Glyshaw et
aI., 1989). Thus, it is essential to distinguish both the focus of the strategy (problem- or
emotion-focused) and whether the strategy may be expected to be adaptive or
maladaptive. Observed gender differences in coping may be clarified by separating
functionally distinct dimensions of coping (Lcngua & Stonnshak, 2000).
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Education Level
The third hypothesis (H 1c) predicting that education level would not be
associated with meaning making was supported. Level of education is rarely examined in
relation to meaning making (Lee et aI., 2004). Meaning making may be considered a
cognitive coping strategy; therefore, its use could theoretically be connected to one's
level of education. However, meaning making in the present study was conceptualized as
a universal phenomenon. This conceptualization is consistent with the current results that
suggest one's level of education is not a significant predictor of meaning making coping
behavior.
Summary
The only sociodemographic variable significantly related to meaning making
coping behavior was gender. This effect was only found for religious coping and
emotional processing with women reporting higher levels of both of these coping
strategies. Men and women did not differ significantly in their use of positive reframing
as a way of coping with IBD. There were no significant relationships observed between
participants' age or education level and meaning making behaviors.
Sociodemographic Variables and Stress-Related Growth (SRG)
A life crisis, such as a serious illness, can serve as a catalyst for personal growth.

In fact, many researchers view growth as a frequent outcome of the process of struggling
with a severe life event (Armeli et aI., 2001; Cordova, Cunningham, Carlson, &
Andrykowski, 2001; Park et aI., 1996; Tedeschi & Calhoun, 1995). As shown in the
current study, individuals living with IBD do experience a moderate level of
psychological distress related to their disease. Although no other study has examined
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SRG in this population, a large body of research examining other physical illness
suggests that such growth is not uncommon (e.g., Cordova et aI., 2001; Fromm,
Andrykowski, & Hunt, 1996; Schaefer, & Moos, 1998).
Stress-related growth was measured by the Stress-Related Growth Scale-short
form (SRGS-sf; Park et a!., 1996), a measure directly influenced by Schaefer and Moos
(1992). Through their review of the growth literature, Schaefer and Moos grouped stressrelated growth outcomes into three distinct, but interrelated, categories: (a) enhanced
social resources (b) enhanced personal resources, and (c) new or improved coping skills.
An examination of the SRGS-sf (Park et a!., 1996) mean-item ratings from the current
sample suggests that individuals living with IBD do, in fact, experience moderate levels
of stress-related growth in all of these areas. However, participants were most likely to
report growth in the areas of personal resources (e.g., standing up for my personal rights,
learning to be myself) and new/improved coping skills (e.g., learning to work through
problems, learning to find more meaning in life). Stress-related growth in the area of
social resources was also reported by participants, but to a lesser extent. Of note, the
sample consisted entirely of individuals recruited through online support groups. It is
possible that these individuals learned to develop their social resources as a result of IBD
and this was manifest by their participation in online social support forums. Because this
was the area of least reported growth, it is also possible that these individuals already
possessed adequate social resources and perceived there to be little change as a result of
lBD.
Schaefer and Moos (1992) also developed a conceptual model to explain the
determinants of SRG. In their model, certain characteristics of the stressor are likely to be
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associated with SRG. Bivariate correlations revealed that none of the assessed diseaserelated variables (i.e., time since diagnosis, number of hospitalizations and surgeries,
disease severity) were significantly related to SRG. This is consistent with the findings of
a meta-analysis by Helge:son and colleagues (2006). Eighty-seven studies of growth
following a variety of traumatic stressors (e.g., illness, loss of a loved one, natural
disasters) were reviewed, and time since event was not a significant predictor of stressrelated growth.
Schaefer and Moos (1992) also suggested that certain personal factors are
predictive ofSRG. In thE: present study, personal factors consisted of key
sociodemographic variables-age, gender, and education level.
Age

The first hypothesis (H2a) stated that, after controlling for the effects of time
since diagnosis, age will be negatively associated with SRG. The results of this study do
not support this hypothesis, and the current literature related to age and SRG is
inconsistent. While some studies have found a negative association between age and SRG
(for a meta-analysis see Helgeson et aI., 2006; for a review see Linley & Joseph, 2004),
others have found either a positive association (e.g., Milam, Ritt-Olson, & Unger, 2004)
or none at all (e.g., Kesimci et aI., 2005; Siegel et aI., 2005).
Gender

Hypothesis 2b states that females will report greater levels of SRG than males.
There is an absence of reliable gender differences in terms of SRG within the literature
(Tedeschi et aI., 1998). Many studies are unable to examine gender differences due to
single sex samples (e.g., McIntosh et ai., 1993) or samples too small to make meaningful
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comparisons (Borden & Berlin, 1990). Other studies, however, have found that women
report higher levels of SRG than men (Park et aI., 1996); while others have found similar
gender differences in terms of positive adjustment outcomes (e.g., Lehman et aI., 1993).
There were no significant gender differences in reported SRG in the current study. This
finding may be due to the similar levels of distress reported by men and women.
Consistently, previous research has found positive relationships between level of distress
(or impact of the event) and stress-related growth (Fromm et aI., 1996; McMillen &
Fisher, 1998; Tedeschi & Calhoun, 1995)

Education Level
As expected in Hypothesis 3c, level of education was not related to greater SRG.
Although this finding is consistent with that of other studies examining SRG (Siegel et
aI., 2005), the relationship between education and SRG has been infrequently examined
in the research.

Summary
Research Question 2 directly addressed category two of Schaefer and Moos's
model (1992), personal factors. In a failure to support Schaefer and Moos's model, none
of the measured socio-demographic variables (personal factors) were predictive of SRG.
Based on these results, it is possible that previously found associations between SRG and
various sociodemographic variables were due to spurious correlations, confounded by
other psychosocial variables (e.g., cultural norms, level of social support) that possess a
clearer theoretical relation to SRG. Unfortunately, these variables were not measured or
controlled for in the present study.
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The Meaning Making Model of Coping

Figure 9. Re-iteration of schematic of the meaning making model of coping adapted for

testing in current study (adapted from Park, 2008), with corresponding hypotheses.

Research Question 3 includes hypotheses that test the assumptions associated with
the meaning making model of coping (Park & Folkman, 1997; Park, 2005). Specifically,
it asks, "Does the meaning making model of coping apply to individuals with IBD?" The
model was tested as a whole using structural equation modeling (SEM). Four hypotheses
were derived to test the specific hypothesized paths of the model.
Hypothesis 3a

This hypothesis stated that individuals with IBD will experience a discrepancy in
their beliefs and goals. Despite the fact that much has been written about the violation of
one's fundamental assumptions in response to a trauma or loss (Janoff-Bulman &
Schwartzberg, 1997), few studies have directly measured participants' violation of global
beliefs and goals (Park, 2008). Additionally, no study has utilized a standardized measure
of such violation. Therefore, it is difficult to compare the total level of violation across
samples. However, mean-item ratings are consistent with those obtained by a similar
study examining violation/discrepancy (Park, 2008). In the present study, although the
path between IBD and Discrepancy in the structural model was not statistically
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significant, mean-item ratings of perceived discrepancy between the appraised meaning
ofIBD and global meaning (both beliefs and goals) suggest that participants did
experience a moderate amount of discrepancy. The mean scale score for beliefs violation
was 19.36 (SD = 7.43); range was 10 to 40. Further, mean item ratings reveal that there
were several beliefs likely to be challenged by one's experience with IBD.
Global beliefs related to control and one's understanding of the world were
among those most discrepant from participants' appraised meaning ofIBD. Participants
in the current study were most likely to agree strongly with the following: "Having lBD
conflicts with my feelings of being in control of my life", "Having IBD conflicts with my
sense that 'the people who are supposed to be in charge' have control", "Having IBD
conflicts with my sense that the world is fair and just", "Having lBD conflicts with my
understanding of what life is all about", "Having IBD conflicts with my beliefthat things
happen for a reason", and "Having IBD conflicts with my belief of life being basically
good". Experiencing these discrepancies makes sense in light of the nature oflBD.
Specifically, uncertainty is often central to living with IBD given the complexity of the
disease and symptom management and lack of definitive information regarding etiology,
diagnosis, and treatment. The idiopathic nature and unpredictable course of the disease
(de Rooy et aI., 2001; Dudley- Brown, 1996; 2002) can lead to feelings of helplessness
and challenge beliefs about the extent to which one is able to control negative events in
general (JanofT-Bulman, 1989).
Additionally, the mean age of participants was 28.83 (SD = 8.65). Being
diagnosed with a chronic illness at this age could be considered an "off-time" experience
in terms of expected age norms (Fleer et aI., 2006) and may understandably challenge
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one's fundamental assumptions about the order of the world. Beliefs about the
benevolence of the world and the extent to which one deserves to have such a disease can
be called into question as well.
Those beliefs least likely to be challenged by the experience were those related to
God or a higher power. The mean-item ratings for these items were all under 2.0 (range
was 1 to 4). Participants did not feel that having IBD conflicted with their views of God
being in control. Nor did they feel that having IBD conflicted with their views of God
being purposeful, loving/merciful, or angry/vengeful. These results could be reflective of
the religious beliefs of the sample (religious coping was used the least of all three
meaning making coping strategies) or poor wording of these belief violation items. As
previously mentioned, given the lack of standardized instruments geared toward the
assessment of meaning making processes, items were created for use in the present study.
In addition to the violation of global beliefs, participants experienced moderate
violation of global goals. The mean scale score for goals violation was 27.55 (SD =
8.55); range was 11 to 44. Examining the mean-item ratings of the 11 desired
states/outcomes reveals that the most commonly violated goal was that of physical health.
This finding is expected given that the individuals in the present sample are living with a
major chronic illness. A related goal likely to be violated was related to athletic/fitness
achievement. IBD has a number of debilitating symptoms that could limit one's physical
activity, such as diarrhea, abdominal pain, and fatigue. These manifestations of IBD are
often severe and may also affect various other aspects of a person's life, including work,
family, and social functioning. IBD tends to strike during the most economically and
socially productive years oflife; therefore, salient goals related to career and family may
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be threatened or thwarted altogether (Dudley-Brown, 1996; Fleer et aI., 2006). In fact,
career achievement, financial security, and intimacy were also among the top goals
interrupted by IBD.
Although there are contrary results when it comes to unemployment and disability
as a result of IBD, the research is clear that changes in work practices are common
among those living with IBD (Bemkley et aI., 2006; Mallet et aI., 1978; Mayberry et aI.,
1992). In addition to career disruption, including loss of employment, reduced
productivity, and lost time due to illness, patients can experience financial strain related
to medical costs. Obtaining health insurance coverage may prove difficult for some given
the chronicity of the disease. IBD patient's utilization of healthcare services is often
higher than that of the general population (Grace & Priest, 1982), and the costs associated
with medical procedures and treatment (e.g., surgery, medications) can be astronomical.
Therefore, it is not surprising that participants rated financial security highly in terms of
goal violation.
Participants' reports of disrupted intimacy are likely related to body image issues
as well as variable physical symptoms like fatigue, diarrhea and abdominal pain. Other
barriers to a healthy, pleasurable sex life may be IBD-related medications. For example,
steroids, a commonly used medicinal treatment for IBD, are known to frequently affect
sexual drive and function (Silberman, n.d.).
In sum, although the hypothesized path between IBD and Discrepancy in the
structural model was not significant, individuals living with IBD do report moderate
amounts of discrepancy (i.e., belief and goal violation) as a result of the disease. The nonsignificance ofthis path may most likely be attributed to the nature of the indicator
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variables used for IBD as a latent construct. Although time since diagnosis and number of
surgeries and hospitalizations are appropriate quantifiable characteristics oflBD, it is
difficult to say what variables would best capture the experience ofIBD.
Hypothesis 3b
This hypothesis stated that when individuals with IBD experience a discrepancy
in their beliefs and goals, they will be distressed. The meaning making model of coping
posits that the extent of such discrepancies determines one's level of distress (JanoffBulman, 1989; Park & Folkman, 1997). In the current study, the path coefficient between
Discrepancy and Distress was statistically significant; therefore, the aforementioned
hypothesis was supported. The greater the discrepancy between global meaning (global
beliefs and goals) and one's appraised meaning of IBD, the higher the distress.
In the current study, distress was measured by the Impact of Events Scale (lES;
Horowitz et aI., 1979). The IES includes items that assess both intrusive thoughts and
avoidant behavior. It is commonly used to assess distress associated with trauma,
including life-threatening illness such as cancer. It is possible that this measure is not
appropriate for use with a population dealing with lBO, an often debilitating, but not lifethreatening illness. However, the current results suggest that individuals living with IBD
do experience moderate levels of distress related to their disease. The mean reported

levels of intrusive thoughts and avoidance are consistent with those reported by other
studies (e.g., Cordova et aI., 2001).
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Hypothesis 3c
This hypothesis stated that lndividuals with IBD who are distressed will engage in
meaning making behavior. The meaning making model of coping (Park & Folkman,
1997) posits that to the extent that global beliefs and goals are incongruent with the
appraised meaning of a situation, people will experience distress and attempt to alleviate
this distress through coping. The findings from the present study do not replicate previous
findings supporting this pathway of the meaning making model of coping. Structural
equation modeling revealed a non-significant path coefficient between Distress and
Meaning Making. Additionally, bivariate correlations reveal that neither avoidant
behavior nor intrusive thoughts were significantly associated with meaning making
coping behaviors (i.e., positive reframing, religious coping, or emotional processing).
Although the participants in the current study did engage in meaning making coping, the
results suggest that such coping was not directly related to their level of distress.
In addition to being used as a measure of psychological distress, the IES
(Horowitz et aI., 1979) has been used as a measure of cognitive processing. Cognitive
processing is often described as a way of mentally reworking appraised and global
meaning in attempts to change or reframe them and make them consistent (Davis et aI.,
2000; Greenberg, 1995; Park & Folkman, 1997; Park, 2008). In this way, the repeated
exposures (i.e., intrusive thoughts) in cognitive processing can be thought of as
unconscious and automatic efforts to make meaning (Horowitz, 1997; McIntosh et aI.,
1993). Using this conceptualization of the measure, the results may suggest that
automatic meaning maki ng efforts are not related to more deliberate efforts as measured
by the Brief COPE (Carver, 1997).
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It could be that the coping behaviors of those living with IBD are more closely

tied to illness appraisal (e.g., threat, challenge, harm/loss; Folkman & Lazarus, 1985)
than subjective distress. Other research suggests that choice of coping strategy is heavily
influenced by the percei\'ed controllability of a stressful encounter (Folkman & Lazarus,
1980; 1985). Emotion-focused coping strategies (e.g., avoidance, denial) are used more
frequently in encounters that are perceived to be unchangeable. Although meaning
making coping is also thought to be a more likely choice for those dealing with a chronic
stressor that is not amenable to problem-focused efforts (Folkman & Moskowitz, 2004),
it is possible that the cun'ent sample relied on other emotion-focused coping strategies.
Results across studies have found the use of avoidant coping strategies, such as denial,
distancing, and disengagement, to be associated with more psychological distress (Bal,
Van Oost, De Bourdeaudhuij, & Crombez, 2003; Futa, Nash, Hansen, & Garbin, 2003).
The current results may be more indicative of this dynamic than a lack of support for the
meaning making model of coping.
Previous research has found that emotion-focused coping strategies tend to be
more stable than problem-focused coping strategies. In this way, problem-focused forms
of coping may be more responsive to contextual factors (e.g., characteristic of stressor),
whereas emotion-focused forms are influenced mainly by person factors (Lazarus, 1992).
Keeping in mind that the current sample consisted entirely of individuals recruited from
online support groups, one must consider whether or not there are personality variables
unique to this population that influence the choice of coping strategies.
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Hypothesis 3d
This hypothesis stated that individuals with IBD who engage in meaning making
behavior will experience stress-related growth (SRG). Meaning making itself is often
considered to be of value to people because it provides them with an opportunity to
rethink their views, goals, priorities, and situation. As a result of this review, people often
identify or produce positive changes in themselves (Park, 2004). These positive changes
are known as stress-related growth (SRG; Park et aI., 1996) and are viewed as one
outcome of the meaning making coping process (Park, 2004).
In the current study, the hypothesized path between Meaning Making and StressRelated Growth was statistically significant. This finding is consistent with the ideas of
Schaefer and Moos (1992) who propose that style of coping can be an important predictor
of SRG. Many studies have found positive relationships between cognitive coping
strategies, particularly positive reframing, and SRG (Park et aI., 1996; Sears et aI., 2003;
Siegel et aI., 2005). In fact, many researchers would consider these forms of coping
fundamental to the growth process (Schaefer & Moos, 1992; Taylor, 1983). In addition to
SRG, positive relraming has been associated with other positive outcomes in the
adjustment to illness, including lower levels of depression, anxiety, general distress, and
fatigue (Carver et al., 1993; Kraaij et aI., 2007; 2008; Reuter et aI., 2006).
For many people, religion serves as a global meaning system through which they
make sense of the world (Park, 2005; 2006; Park & Folkman, 1997) and is, therefore,
often implicated in meaning making efforts (Park, 2006). Additionally, religiousness has
been consistently linked to positive outcomes following highly stressful life events (Park
& Cohen, 1993; Tomich & Helgeson, 2004). Many religions promote the idea that
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suffering brings about positive changes or transformation (Aldwin, 2006; Exline, 2002;
Park, 2006). In addition 10 enhancement of character and ability to cope, many people
report feeling closer to God, more sure in their faith, and more religious (Emmons,
Colby, & Kaiser, 1998; Pargament, 1997).
Religious reappraisal, along with prayer, meditation and finding comfort in
spiritual beliefs, is a form of religious coping, one of the meaning making coping
strategies measured in the current study. The current findings are similar to those of other
studies whose results show that religious coping is positively associated with stressrelated growth (Pargament, Smith, & Koenig, 1996; Park et aI., 1996). Higher levels of
religiousness have been 1inked to greater growth following stressors (Pargament, Koenig,
& Perez, 2000); other studies have found this relationship to be mediated by meaning

making coping (Park, 2005).
Implications
Few studies have explicitly tested hypotheses associated with the meaning making
model of coping (Park, 2008; Park et aI., 2008). The results of the current study are
consistent with those of similar studies in that they generated mixed but generally
positive support for the assumptions of the meaning making model of coping (Park &
Folkman, 1997). Although participants reported experiencing violations of global beliefs
and goals as a result ofliving with their IBD, statistical analyses showed no significant
causal path between the identified stressor (IBD) and level of discrepancy (violation of
beliefs and goals). Despite the fact that this type of path has not been empirically tested
before, the results were unexpected. Shortcomings in measurement likely hindered the
ability to detect true relationships between the experience of IBD and violations of beliefs
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and goals. That is, the measure utilized in the current study to assess the violation of
beliefs and goals was nol a standardized instrument. Many of its items were developed
specifically for use in this study; therefore, its validity has not been established.
Furthermore, the variables used to quantify IBD (i.e., time since diagnosis, number of
surgeries and hospitalizations) likely do not truly capture the experience oflBD.
As hypothesized, discrepancies between one's appraised meaning of IBD and
his/her global beliefs and goals were significantly related to level of psychological
distress. This is an affimling result that advances the knowledge of meaning as it relates
to adjustment to a disruptive, chronic illness. Interestingly, level of psychological distress
was not related to meaning making coping efforts. This finding may be one that is unique
to individuals living with a multifaceted disease like IBD. Their choice of coping efforts
may be more closely tied to particular aspects of this multifaceted disease-a supposition
that may be explored more clearly with greater specificity in coping measures.
As hypothesized, meaning making coping efforts (e.g., positive reframing) were
significantly related to stress-related growth, a result that has been reported elsewhere
(Park, 2004; Park et ai., 1996). This finding provides meaningful support for the meaning
making model of coping and its hypotheses delineating the role of meaning making in the
psychological adjustment to a major life stressor.
Although the fit of the structural model was good, there is the possibility of the
existence of a better model. There may be other equivalent models that would fit the data
equally well; there may also be non-equivalent alternative models that fit the data better
than the present model. Future researchers should endeavor to test and rule out likely
alternative models.
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A biopsychosocial view of IBD necessitates paying attention to the combination
of biological, psychological, and social factors that influence one's experience of the
disease. Findings related to participants' perceived levels of belief and goal violation and
the psychological impact of IBD demonstrate that individuals living with IBD experience
a moderate amount of distress. The link between psychological distress and IBD
symptoms is well established. However, despite its prevalence, patients don't always
mention their psychological concerns to physicians. Therefore, it is imperative that
physicians initiate conversations with their patients about such things as the disease's
impact on various life domains and feelings of uncertainty related to an unpredictable
disease course. It might also be helpful for physicians to have materials on-hand about
coping with IBD and other available resources (e.g., local support groups). Such
information may serve to normalize patients' experiences and enhance their coping
abilities; ideally, this information would be distributed as soon as possible after the
diagnosis is given. Doctors also need to have a counseling referral list available for their
patients who voice social and psychological concerns as there are a variety of
psychotherapeutic interventions relevant in facilitating healthy psychological adjustment
to IBD.
The present findings suggest that IBD patients experience moderate violation of
important goals/states, including physical health, career achievement, financial security,
and intimacy. For example, social activities may be eliminated or significantly reduced
due to debilitating symptoms or the need to be near a restroom. Family/home obligations
can be upset by changes in work status. Sexual intimacy may be reduced due to painful
physical symptoms, fatigue, or body image issues. Rather than abandoning certain goals
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that are important, individuals with IBD may benefit from therapeutic interventions that
broaden their awareness of alternative ways of achieving these goals/desired states.
Family or couples counseling may help to open the lines of communication, improve
awareness of personal needs for all parties involved, and help people with IBD and their
family members navigate the life changes they are experiencing.
Career disruption is prevalent among individuals living with IBD. Although it is
not clear if participants were unemployed by choice or as a result oftheir disease, these
numbers may reflect a need for vocational counseling among individuals living with lBD.
lBD-related support groups may also address issues related to control, uncertainty and
goal-disruption.
In the present study, all forms of meaning making coping were significantly
related to stress-related growth. Notably, these coping strategies are all cognitive in
nature; therefore, patients can be trained in their use. Teaching patients to use coping
strategies, such as positive reframing and emotional processing will facilitate growth. The
same is true for religious coping. There is a growing body of literature that addresses the
integration of spirituality and religion into psychotherapy and its positive effects of
patient well-being (Plante & Shennan, 200 I).
Limitations
The sample for the present study consists entirely of individuals recruited via
Internet-based support groups. For people living with certain chronic conditions, the
Internet serves as both a resource and a community (Ziebland, Chapple, Dumelow,
Evans, Prinjha, & Rozmovits, 2004). Internet-based support groups tend to arise for
conditions that are chronic, disabling or poorly understood. These Internet-based support
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groups represent a concentration of individuals with a specific condition and such groups
are a potentially fertile sampling ground for research recruitment. While recruitment
through Internet-based support groups offers easy, low cost access to large study
populations, concerns exist regarding the essential anonymity of subjects and potential
sampling bias particularly related to gender, ethnicity and socioeconomic status.
Patients who have sufficient interest and the technological capability to access online surveys are likely to be different from the general patient population (Treadwell,
Soetikno, & Lenert, 1999); however, few studies have directly compared Internet-based
populations with patients recruited from a clinical setting. In a study by Soetikno, Mrad,
Pao, and Lenert (1997), UC patients recruited through the Internet were younger,
wealthier, and better educated than those recruited through a surgical clinic. Similar
results were found by van Uden-Kraan and colleagues (2009) in their study examining
non-IBD patients' usage of health-related Internet applications (e.g., online support
groups). Specifically, they found that being younger, better educated, and employed
predicted patients' health-related internet use.
Research suggests that many patients' initial contact with Internet-based groups
tends to occur during an active phase of their disease (Treadwell et al., 1999). In other
words, patients' health-related Internet usage may be predicted by their current level of
disease severity. At the peak of symptoms, patients engage in information-seeking
behavior in an attempt to manage, or cope with, their disease. In fact, van Uden-Kraan et
al. (2009) found that patients' health-related Internet usage consisted mainly of seeking
information about their illness. This may partially explain why Internet-recruited
participants often display levels of disease severity that are beyond those observed among
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comparison clinical groups. In particular, studies have shown that Internet-recruited IBD
patients report significantly poorer quality of life (Jones, Bratten, & Keefer, 2007;
Soetikno et aI., 1997). Symptom severity and other health-related characteristics do not
consistently differentiate online samples from community samples, however. (Treadwell
et aI., 1999; van Uden-Kraan et aI., 2009). Ultimately, future research should compare
Internet-based populations with patients recruited from clinical settings in order to
ascertain what differences exist.
Another limitation of the current study is the self-selected sample. It is very
possible that there are differences between people who would chose to participate and
those who would not. For example, choice of coping strategies may be influenced by
certain person factors (e.g., personality; Lazarus, 1992). The results of this research can
only be generalized to people with IBD who would choose to respond to an IBD research
survey online. Another restriction in terms of generalizability relates to the demographics
of the present sample. Although there was diversity in age, disability status, and
education level, the sample was predominantly comprised of Caucasian females. Further
research should involve samples with greater diversity, particularly in terms of ethnicity
and gender.
All data collected in the current study were of a self-report nature. Having
participants' diagnoses, as well as disease severity, confirmed by a physician would lend
credibility and validity to participants' reporting. Additionally, one must consider the
potential bias of self-presentation. Participants may be reluctant to admit to using coping
strategies traditionally considered to be maladaptive (e.g., substance use). They may also
feel pressured to report growth or to present as well-adjusted.
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As for reports of coping, the current study utilized a coping measure that asked
participants to report how they cope with their IBD "in general". This approach, however,
is vulnerable to response bias in that participants may be reporting vague impressions
about how they prefer to cope that are influenced by what they believe to be socially
desirable or ideal coping responses rather than what they actually have done (Lazarus,
1993).
Just as with previous research examining various coping strategies and SRG, there
is a potential confound between reports of positive reframing coping and reports of SRG
on the SRGS-sf (Park et aI., 1996). Given the overlap between the item content of the
scales used to measure these constructs, it is no surprise that the two were strongly
correlated. Although, conceptually, positive reframing and SRG are distinctly different
phenomena (coping vs. outcome), one must consider the possibility that participants'
responses to the SRG-sf may reflect attempts at positive reframing rather than actual
positive outcomes related to their experience with IBD (Park et aI., 1996).
Future Research Directions
The current study examined previous efforts to make meaning out of the illness
experience. Longitudinal research would better capture the complex process of meaning
making. Appraisals of one's illness change over time, as does one's level of perceived
stress. According to the transactional stress and coping model, both of these factors are
critical mediators of the person-environment relationship and influence the type of coping
strategies an individual will choose (Folkman & Lazarus, 1985; Lazarus, 1992). In other
words, what a person does to cope depends on the context in which the disease occurs,
and this will change over time because of what is attended to. For example, whether or
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not a person is fearing the recurrence or exacerbation of symptoms, facing a surgical
procedure, or confronting the possibility of becoming disabled will influence the process
of coping.
According to Livneh (2000), "When confronted with traumatic life events,
individuals normally resort to a wide range of coping strategies to alleviate resultant
stress (PAO)". Due to the complexity of coping processes, people tend to combine
different types of coping at various times in their interactions with a stressful encounter.
Due to inadequate measurement and the predominance of cross-sectional designs, it is
difficult to determine to what extent coping strategies are linked either to particular
aspects of the encounter (e.g., painful symptoms) or temporal factors (e.g., switching to
another coping strategy based on the perceived effectiveness of another) (Lazarus, 1993).
The issue of coping being based on particular threat contents or trial and error has not
been unequivocally demonstrated with the current research. Therefore, future studies
should not only include repeated observations, but should consider using measures that
specify the particular aspects of a person's illness that is of immediate concern and to
treat them separately rather than broadening the focus of attention to the illness in general
(Lazarus, 1993).
Longitudinal designs would allow researchers to more fully examine the influence
of important disease-related factors (e.g., active disease vs. inactive disease). It is likely
that whether one's disease is currently active will influence not only the appraisal of their
illness, but reports of belief and goal violation, perceived distress, coping efforts, and
perceived growth. Future studies might include disease status as a covariate when
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examining relationships among the aforementioned variables. This is particularly relevant
for a relapse-remitting disease such as IBD.
Longitudinal studies are also critical to the understanding of stress-related growth.
Growth occurs as a result of a developmental process that follows the experience of
psychological distress and disorganization (Schaefer & Moos, 1992). Although some
people report stress-related growth as soon as 3 months after the onset of a stressor (e.g.,
cancer; Urcuyo, Boyers, Carver, & Antoni, 2005), it may take many months or years of
struggle and effort for a person to find meaning in their experience and to grow from it.
Although some research has demonstrated a link between time since diagnosis/onset and
stress-related growth, this relationship is not likely to be linear. Multiple assessment
points across an individual's experience with a disease would be invaluable in providing
insight into the dynamic process of growth-related changes subsequent to chronic illness.
To date, this is the only study examining the meaning making efforts of
individuals living with IBD. Few others have examined meaning making as a viable form
of coping with a medical illness. Given that the empirical study of meaning making is
still in its early stages, there is a paucity of assessment methods related to its various
constructs. Researchers should continue to refine these operational definitions and work
toward the development of standardized measures for global meaning (including beliefs
and goals), situational meaning (including appraised meaning, search for meaning, and
meanings-made), and discrepancies between the two.
The current study did not address the possibility of negative meanings-made from
the experience oflBD. There is evidence to suggest that some individuals' efforts to
reconcile their global and appraised meaning may result in changes for the worse, such as
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increased vulnerability and mistrust (Bower et aI., 2005; O'Dougherty Wright et aI.,
2007). Although having made meaning is generally considered to be a successful
conclusion of meaning making efforts, the content of the meaning influences subsequent
adjustment (Pargament, Koenig, Tarakeshwar, & Hahn, 2001; Thompson & Janigian,
1988).
Now that it has been shown that individuals living with IBD do engage in
meaning making coping efforts and experience stress-related growth, future research
should examine specific correlates of these phenomena. For example, are there particular
personality features that determine to the extent to which individuals with this disease
engage in meaning making? Are there other forms of coping, disease-related factors, or
personality variables that determine the level and type of stress-related growth?
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APPENDIX A
(CONSENT PREAMBLE)
COPING WITH INFLAMMATORY BOWEL DISEASE
Dear Prospective Participant:
You have been invited to participate in a research study by answering the attached
survey about how people cope with Inflammatory Bowel Disease, which includes
questions about your thoughts, feelings and experiences with the either Crohn's Disease
or Ulcerative Colitis. Anyone diagnosed with these forms of IBD is invited to participate
as this is an opportunity to share your experience and help make a difference in the
profession's understanding and treatment of this complex illness.
The survey will take approximately 20-40 minutes to complete. There are no known risks
for your participation in this research study; however, some people might consider
questions about their coping strategies or stressful life events to be sensitive or
personal. An example of such a question is, "How much did your IBD interfere with your
ability to establish intimacy?" If you feel that any item is too sensitive or personal, you
may skip it. You do not have to answer any questions that make you uncomfortable. If
you should become upset or distressed, you may call 1-800-784-2433, a 24-hour crisis line.
Taking part in this study is voluntary. By completing this survey you agree to take part in
this research study. If you decide to be in this study, you may still withdraw at any time.
If you decide not to be in this study or if you stop taking part at any time, you will not lose
any benefits for which you may qualify. The information collected may not benefit you
directly; however, what is learned in this study may be helpful to others. The information
you provide will be used to refine our understanding of how people experience, and
adapt to, IBD and stressful life events in general.
Although your participation is completely voluntary, upon completion of this online survey
you will have the option of providing your contact information (name, phone #, and/or
email address) so that you may be entered into a drawing for a chance to win one of two
$50.00 prizes. In the event that you win, you will be contacted by the Co-Investigator of
the study.
Your completed survey will be stored at the University of Louisville. Individuals from the
Department of Educational and Counseling Psychology, the Institutional Review Board
(lRB), the Human Subjects Protection Program Office (HSPPO), and other regulatory
agencies may inspect these records. In all other respects, however, the data will be held
in confidence to the extent permitted by law. Should the data be published, your identity
will not be disclosed.
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If you have any questions about your rights as a research subject, you may call the
Human Subjects Protection Program Office at (502) 852-5188. You can discuss any
questions about your rights as a research subject, in private, with a member of the
Institutional Review Board (lRB). You may also call this number if you have other
questions about the research, and you cannot reach the research staff, or want to talk to
someone else. The IRB is an independent committee made up of people from the
University community, staff of the institutions, as well as people from the community not
connected with these institutions. The IRB has reviewed this research study.
If you have any questions, concerns, or complaints about the research study, please
contact Erica Adams at: (502) 852-3118 or the study's Principal Investigator, Dr. Sam
Stringfield at (502) 852-0615.

Sincerely,
Erica Adams, M.S.
Doctoral Candidate
Dept. of Educational and Counseling Psychology
University of Louisville
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APPENDIXB
QUESTIONNAIRE
1.0 Sociodemo2raphic Information
1.1 What is your age?

1.2 What is your gender?
Female
Male
1.3 Highest level of education completed? (Please check one)
_ _ Some High School
_ _ Technical or Associate's Degree
_ _ Master's Degree
_ _ High School Degree
_ _ 4-year College Degree
_ _ Doctorate (e.g., Ph.D)
_ _ Some College
Some Graduate School
MD
1.4 What is your RacelEthnicity? (Please check one)
_ _ Caucasian/White/European-American
_ _ European
African-American
African
Asian-American
East Asian
South Asian
Middle Eastern
Pacific Islander
_ _ Hispanic-American/Latino
Central/South AmericanlMexican
Native AmericanlFirst NationslNative Alaskan
_ _ Multiracial/Other (Please Specify:. _ _ _ _ _ _ _ _ _ _ _ _ _)
1.5 What is your employment status? (Please check one)
Full-time
Part-time
_ _ Unemployed
Disabled
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1.6 Are you on any disability program (Medicaid, SSI, or SSm) due to your IBO?
Yes
No
2.0 Stressful Event (mD) Information
2.1 Which form ofInflammatory Bowel Oisease (IBO) do you have? (Please check one)
Crohn's Disease
Ulcerative Colitis
2.2 How long ago where you diagnosed?
_ _ years
months
2.3 How many times have you been hospitalized due to complications related to IBO?

2.4 How many lBO-related surgeries have you had?

2.5 Is your IBD currently "active"?
Yes
No
2.6 In the past week, how many loose or very soft stools have you had per day?

2.7 In the past week, how many times did you experience incontinence ofthe bowel?

2.8 Over the past week, how would you rate your abdominal pain? (Please circle one.)
Not at
All Severe

Mild

Moderate

Severe

Very
Severe

2.9 Over the past week, how would you rate your appetite? (Please circle one.)
Healthy

Fair

Poor

Very Poor

2.10 Over the past week, how would you rate your general well-being? (Please circle one.)
Very Good

Good

Average

Poor
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Very Poor

3.0 Stressful Event Appraisal Scale
(modified from Park & Folkman, 2005)
Please respond to the following statements based on your current views of your IBD. If an item
does not apply to you for any reason, please skip it.
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4.0 Brief COPE scale
This questionnaire concerns how you cope with IBD IN GENERAL. Try to rate each
item separately in your mind from the others. Make your answers as true/or you as you can. Use
the following choices:
1 = Not at all
2 = A little bit 3 = A medium amount
4 = A lot
4.1. Tum to work or other activities to take my mind off things.
4.2 Concentrate my efforts on doing something about the situation I'm in.
4.3 Say to myself "this isn't real."
4.4 Use alcohol or other drugs to make myselffeel better.
4.5 Get emotional support from others.
4.6 Give up trying to deal with it.
4.7 Take time to figure out what I'm really feeling.
4.8 Take action to try to make the situation better.
4.9 Refuse to believe that it is happening.
4.10 Say things to let my unpleasant feelings escape.
4.11 Get help and advice from other people.
4.12 Use alcohol or other drugs to help me get through it.
4.13 Try to see it in a different light, to make it seem more positive.
4.14 Criticize myself.
4.15 Realize that my feelings are valid and important.
4.16 Try to come up with a strategy about what to do.
4.17 Get comfort and understanding from someone.
4.18 Give up the attempt to cope.
4.19 Look for something good in what was happening.
4.20 Make jokes about it.
4.21 Do something to think about it less, like going to movies or shopping.
4.22 Accept the reality of the fact that it has happened.
4.23 Allow myself to express my emotions.
4.24 Express my negative feelings.
4. 25 Try to find comfort in my religion or spiritual beliefs.
4.26 Try to get advice or help from other people about what to do.
4.27 Learn to live with it.
4.28 Think hard about what steps to take.
4.29 Blame myselffor things that happened.
4.30 Pray or meditate.
4.31 Let my feelings come out freely.
4.32 Make fun of the situation.
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6.0 Impact of Events on Self
The following is a list of comments made by people regarding their experience with a stressful
life event. Please read each item and indicate how true each has been for you IN GENERAL with
respect to your experience with lBD.

6.1 Any reminder brings back feelings aboutit.
6.2lha\'etrouble staying asleep or falling asleep because
o fpictures or thoughts about it that come into my mind.
63 Other things keep makingme think about it.
6.4 I think aboutitvihen I don'tmeanto.
6.5 Pictures aboutitpop into my mind.
6.6 I avoid letting myselfget 1.lpset"hen I think about it
or amrerninded o fit
6.71hanVl."a..-es ohtrong feelings about it.
6.S Ihavedl'eams aboutit.
6.9 Mv feelings about it are kindofnumb.
6.10 Itrv to remove it fiommemoIV.
6.1 1.I sta . . . awav fromrernindersofit.
6.11 I feel asifit hasn'thappenedorim'treal.
6.13 I try not to talk aboutit.
6.14 Iam aware that htill have alot offeelings aboutit,
but I don't deahvith them.
6.15 Itrvnottothink aboutit.

Quite II
bit
3

Not lit
all

A little bit

Moderately

0

1

2

()

1

2

3

-4
-4

Extremely

-4

()
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3
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8.0 Stress-Related Growth Scale
For this questionnaire, please keep in mind your experience with IBD. Read the following
statements and respond to each item as it is true for you using the scale below:
0= Not at all

1 = Somewhat

2 = A great deal

Because of my experience with IBD:
8.1 I have learned to be nicer to others.
8.2 I feel freer to make my own decisions.
8.3 I have learned that I have something of value to teach
others about life.
8.4 I have learned to be myself and not try to be what
others want me to be.
8.5 I have learned to work through problems and not just
give up.
8.6 I have learned to find more meaning in life.
8.7 I have learned to how to reach out and help others.
8.8 I have learned to be a more confident person.
8.9 I have learned to listen more carefully when others talk
tome.
8.10 I have learned to be open to new information and ideas.
8.11 I have learned to communicate more honestly with others.
8.12 I have learned that I want to have some impact on the
world.
8.13 I have learned that it's OK to ask others for help.
8.14 I have learned to stand up for my personal rights.
8.15 I have learned that there are more people who care about
me than I thought.

0
0
0

2
2
2

0

2

0
0
0
0

1
1
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1

2
2
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2

0
0
0

1
1
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0
0
0

1
1
1

2
2
2

0
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10.0 Thinking about your IBD
A stressful life event, such as the experience of IBD, can sometimes conflict with your beliefs
about the world and/or goals you have. Take a minute to reflect on any conflicts or
contradictions you might have noticed between what your IBD has meant to you and your
beliefs about the world, as well as any goals you had. In what ways, if any, have you
changed how you see your IBD? Have you changed your goals? Have you changed
how you see the world?
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